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SECRETARY'S NEWSLETTER 


APRIL, 1957 


Significant Events 


St. Lovis Assembly 
Draws Huge Crowd 


Retain Postgraduate 
Study Requirements 


Delegates Define 
General Practice 


> More than 3,000 doctors attended the Academy's Ninth 
Annual Scientific Assembly in St. Louis last week. 
Total registration climbed to 6,1ll. 

Shortly before adjourning, the Congress of Delegates 
handed the president-elect assignment to Holland T. Jack- 
son, a Fort Worth, Tex., Academy founder. The new vice 
president is Fred H. Simonton, Chickamauga, Ga. New Board 
members include Mary E. Johnston, Tazewell, Va., Norman R. 
Booher, Indianapolis, Ind., and M. C. Wiginton, Hammond, 
La. James D. Murphy, Fort Worth, Tex., and Horace W. 
Eshbach, Drexel Hill, Pa., were re-elected speaker and vice 
speaker of the Congress. 


» During a crowded 48-hour business session, delegates: 


Rejected a proposal to alter postgraduate study require— 
ments. The Congress overwhelmingly voted to maintain high 
membership and postgraduate study standards. 

Made a one-year rotating internship an absolute minimum 
membership prerequisite. Previously, three years of prac-— 
tice was acceptable as its equivalent. 

Enthusiastically endorsed a medical emergency care card 
prepared by the Commission on Legislation and Public Pol-— 
icy. The card highlights the patient's medical-surgical 
history and will be distributed to members at cost. 

Defeated a resolution urging compulsory social security 
coverage for physicians under the OAIS plan. Instead, the 
Congress voted to support the Jenkins—Keogh proposal that 
lets individual establish a retirement income fund via tax 
deductible contributions. 

Heard several speakers report improved family doctor- 
hospital relations. Delegates also supported a plan, urged 
by President DeTar, calling for state chapters to confer 
with other interested groups including hospital associations 
and local specialty groups to solve common problems. . . 


> The Congress formally adopted a new definition of general 
practice and will urge that it also be adopted by three 
AMA committees now studying general practice problems. The 
Congress declared that "General practice is that area of 
medical care performed by a doctor of medicine in those 
fields of diagnosis and therapy commensurate with his pro- 
fessional competence, assuming a total continuing respon- 
sibility for the health of the individual or the family as 
a unit." 
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Insurance Plans 
Are Commended 


Fortin Honored 
By Delegates 


Two AAGP Members 
On USPHS Committee 


Campaign Creates 
Vaccine Shortage 


Medicare Billings 
Confuse Officials 


> After hearing an Insurance Committee report, delegates 
endorsed the Academy's new "PLUS" professional liability 
insurance plan and commended the Insurance Committee for its 
service to members in developing this and other plans for 
members. 


> The Liaison Committee on Rural Health was authorized to 
work out a program for improving health service to one and 


one-half million migrant workers in coordination with the 
AMA Committee on Rural Health. 


> Massachusetts delegate Philip F. Fortin was honored for 


his 25 years of faithful service to general practice. 
Though gravely ill, Dr. Fortin attended all sessions of the 


Congress. 


> Surgeon General LeRoy H. Burney has named two Academy 


members to a seven—man USPHS advisory committee. They are 
former president Stanley R. Truman, Oakland, Calif., and 


Walter L. Portteus, Franklin, Ind., a member of the Con- 
mission on Legislation and Public Policy. Other members 
of the committee include Hugh H. Hussey, G.P.'s medical 
editor, Stuart W. Adler, C. Byron Blaisdell, Julian Price 
and William B. Walsh. 


> The medical profession has again proved that it can care 
for the nation's needs without unsolicited federal inter- 


vention. Appalled by huge Salk polio vaccine inventories 
and ill-considered public apathy, physicians in all parts 
of the country launched a concerted campaign to recapture 
waning interest in immunization. The opening gun was fired 
at a January 26 meeting in Chicago. The meeting was at- 
tended by state society representatives. 

Six weeks later, AMA Secretary George F. Lull sent a tele- 
gram advising state societies that the demand for vaccine 
had once again outrun the supply. The telegram urged north- 
ern states to slow down or postpone campaigns for 30 days. 

In December, no one wanted to be immunized. Sixty days 
later, thanks to hundreds of local campaigns, there's a 
temporary vaccine shortage. 


> Medicare officials are still trying to learn why it costs 
$27 a day to hospitalize a Blue Cross patient and only $)7 


a day to hospitalize a Mutual of Omaha patient. The obvious 
variables couldn't possibly account for the $10-a-day hia- 
tus. 

Top officials, unable to rationalize or explain away the 
difference, plan a comparative analysis. The results, if 
released, should be fascinating. 
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This Month's Authors 


Sir Russell Brain, M.D., a brilliant English scholar and author, has written “Differential 
Diagnosis of Acroparesthesias.” Dr. Brain is a baronet and was knighted in 1952. He is a 
fellow of the Royal Faculty of Physicians, Glasgow; president of the Royal College of Phy- 
sicians of London since 1950; and he was elected an honorary fellow of the American College 
of Physicians in 1954. Among his honorary degrees are an LL.D. from Wales, a Doctor of 
Civil Law from Durham and an M.D. from the University of Cairo. Currently, Dr. Brain is 
physician to the London Hospital and Maida Vale Hospital for Nervous Diseases. He is also 
editor of Brain, a journal on neurology. Dr. Brain was educated at New College, Oxford, 
where he received his doctor of medicine degree. He is a Theodore William Scholar in Physi- 
ology and a Price Entrance Scholar at London Hospital. Page 94 


George Lockhart Ill, M.D., is a graduate of the Medical School of the University of Pennsyl- 
vania and received his training in ophthalmology at the Graduate School of the University of 
Pennsylvania and the Cleveland Clinic Foundation. He is author of ‘Ocular Manifestations of 
Hypertension” which describes the ophthalmoscopic examination in a hypertensive patient 
and the results of the information that this examination yields. An active young man of only 
32, he is a fellow of the American Academy of Ophthalmology and Otolaryngology, a mem- 
ber of the Cleveland Academy of Medicine, the Ohio State Medical Association, and the 
American Medical Association. He is a member of the staff in ophthalmology of the Cleveland 
Clinic Foundation and the Frank E. Butts Educational Institute, Cleveland. Aside from his 
medical career, Dr. Lockhart is married and has three children. Page 82 


George C. Morris, Jr., M.D., instructor in surgery at Baylor University College of Medicine 
and Assistant Chief of Surgery at the Houston Veterans Administration Hospital, writes 
‘Artificial Dialysis and the Treatment of Renal Failure” for this month’s GP. In cooper- 
ation with Dr. John H. Moyer, this is another in the series of articles on practical therapeutics. 
For a number of years, Dr. Morris has been engaged in research on the pathologic physiology 
of certain cardiovascular and renal problems. He has been the author of a number of publica- 
tions concerning hemorrhagic shock, controlled hypotension, hypothermia and the etiology 
and therapy of acute renal failure. Dr. Morris received his M.D. degree from the University 
of Pennsylvania in 1948 and took his initial postgraduate work there, gaining formal training 
in general and thoracic surgery in the Baylor University affiliated hospitals. Page 102 


Robert E. L. Nesbitt, Jr., M.D., author of “‘Factors in the Prevention of Premature Labor” is 
obstetrician-in-chief and attending gynecologist, Albany Hospital, New York. Dr. Nesbitt, 
just 32, was formerly assistant professor at Johns Hopkins University in the department of 
obstetrics. In addition to clinical duties he was placed in charge of the obstetric pathologic 
laboratory and clinical service serving in Dr. N. J. Eastman’s absence as acting head of the 
department. Dr. Nesbitt received his A.B. and M.D. degrees from Vanderbilt University in 
Nashville, Tenn. In 1947 he served as a rotating intern at Baltimore City Hospital and then 
completed a five-year residency in obstetrics and gynecology at Johns Hopkins Hospital. He 
served two years in the Army at the U.S. Army Hospital in Bad Kreuznach, Germany, where 
he was chief of the obstetric and gynecologic divisions. Page 87 
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essential antihypertensive alkaloids 


Rautensin (the alseroxylon fraction complex 
of Rauwolfia) contains both rescinnamine 
and reserpine, together with the other 
valuable alkaloids. 


Produces a gradual and sustained drop 
in blood pressure. 


Calms and soothes the patient without 
loss of alertness. 


Rautensin is less likely 
to produce mental depression 


The alseroxylon fraction complex of 
Rauwolfia was found less prone to cause 
mental depression.' 


Does not usually cause drowsiness. 
Is purified and is therefore free of inert 
dross present in the whole root. 


1. Moyer, J.H,; Dennis, E., and Ford, R..: 
A.M A. Arch. Int Med. 96: 530, 1955 


Each tablet contains 2 mg. purified Rauwolfia 
serpentina alkaloids (alseroxylon fraction) 
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When a diet sheet with didactic instructions is not enough... 
assign REVICAPS to police the appetite of 
your overweight patients. 


REVICAPS safely curb the frustrations and 
hunger contractions that break dietary 
discipline during the initial difficult phase 
of weight reduction. 


i REVICAPS combine all three accepted 
adjuncts to healthy weight reduction: 
d-amphetamine, methylcellulose, vitamins 
and minerals. 


Include REVICAPS in the reducing regimen 
you prescribe. 


Available on Prescription Only 


REVICAP S® 


d-Amphetamine-Methylcellulose- Vitamins and Minerals 
Dosage: 1 or 2 capsules % to 1 hour before meals. 
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Hypertensive Objective: ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 

Case History:' A.B., 42-year-old hospitalized patient with severe hypertension 
and early heart failure. Blood pressure prior to treatment was 240/160 mm. Hg. 
ANSOLYSEN was administered orally t.i.d. The dose was adjusted to the patient’s 
requirements. Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improvement, and the patient 


was able to return to work. 
1. Case history on file in Medical Department of Wyeth Laboratories. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 
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Philadelphia 1, Pa. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Flub-A-Dub-Dub 


Dear Sirs: 

What is a poor secretary to do when “the book” says she 
is right, and the boss insists she is wrong? 

We did a good bit of checking after I had corrected Dr. 
Raney’s GP semiannual quiz. On question #12 the right 
answer is 3, not 4; and we finally found the answer, not on 
page 110, but on page 90! 

Of course I learned from this experience—a little bit 
about epilepsy—and something even more important. If 
my boss, Dr. O.C., is positive about his facts, you had just 
better believe it, printed page or no. . . 

We had to let you know we caught the error, as several 
jillion others no doubt did. Also, I was very pleased with 
my doctor’s score. 

In case you’re interested, I enjoy GP very much too. It’s 
mostly way over my head, but I have a handy source of 
information when I want to decipher!! 

Exaine S. HUNZIKER 
Pine Bluff, Ark. 


Secretary Hunziker has been advised to stick with her boss. 
For her and GP's other puzzled readers, we refer them to the 
erratum on page 100 of the February GP. Last minute inser- 
tion of a new question 12 resulted in this “Right Question— 
Wrong Answer” situation. The next quiz will appear in July. 
WELL try to pass that one.—PuBLISHER 


Happy Warrior 
Dear Sirs: 

“The Challenge of the Future” in the January GPis truly 
a super! curtain-raiser. As the first article of the first month 
of the year, it sets a pattern, ably maintaining GP’s high 
standar«! for literary excellence. The metaphor is scholarly, 
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the text smooth and lucid. This ringing call to battle should 
stimulate us all to be Happy Warriors. 
Dantet M. Rocers, M.D. 
President 
Massachusetts Academy of General Practice 
Wenham, Mass. 


Public Enemy No. I 


Dear Sirs: 

Critical comment is offered on “The Doctor’s Role in 
Traffic Safety,” by Lois Lamme, appearing in your January 
issue: it conforms to the conventional. 

Qualifications of your contributor are not questioned. 
But qualifications of this “critical commentator” may be 
briefed: 46 years of accident-free driving in the United 
States and in seven foreign countries, 42 of those years as a 
physician. 

Years ago the deaf ears of the public and of public safety 
officials were eloquent proof that private protests were as 
ineffective as political platitudes in the field of highway 
hazard prevention. Ignoring the basic etiologic factor in the 
production of highway trauma has characterized every pub- 
lic utterance on this topic, regardless of source or medium. 

That speed, needless speed, illegal speed, criminal speed 
is the dominantly fatal factor, is ignored by tacit, selfish, 
expedient agreement at every responsible level: education- 
al, journalistic, welfare, industrial and, of course, political. 
And where it is admitted, off the record, the moral courage 
for a forthright approach at control is buried under an 
avalanche of alibis, all claiming that effective control of 
speed on public highways is economically unrealistic. 

Yet on the dashboard of a late passenger model, this 
contribution to safety is mockingly offered by the manufac- 
turer: CAUTION! Do not drive this car in excess of 75 
m.p-h. for the first 5,000 miles. 
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Can any responsible citizen seriously challenge the right. 
ness, the authority or the moral obligation of the federal 
government to take prompt action against a nationwide epi- 
demic producing 35 to 40 thousand preventable deathis an- 
nually? In the 25 years during which dependable records 
have been published, the total highway mortality exceeds 
three quarters of a million. 

Until the public is willing to face the political facts of life 
and, taking the problem out of local hands, demand effec- 
tive control at the federal level, we can only expect more 
research along “‘safety-belt” lines while we patronizingly 
smile at the reluctance of the ostrich to take his head up 
out of the sand. 

Harotp Wape KINDERMAN, M.D. 
The Penitentiary Hospital 
Department of Welfare and Institutions 
Richmond, Va. 


The editors appreciate Dr. Kinderman’s suggestions on speed 
legislation, which is certainly a problem of greatest importance. 
However, they suggest that he consider the implications of the 
psychologic approach being employed in the programs outlined 
in Part I of this feature (February GP). 

The etiologic factors in the production of speed all stem from 
the personality, even to the point that manufacturers continue 
to build speedier, more powerful cars to satisfy the behavior 
patterns of the public. In sales of the 1956 models, Chevrolet, 
which used the slogan, ‘The hot one’s even hotter,’’ surged 
ahead of Ford, which tried the “‘safety’’ theme. Meanwhile, a 
portion of the public is protesting that speeds and powers are 
too high. 

Dr. H. S. Hoffman, the inspiration behind the District of 
Columbia safety project, makes the following comment. 

— PUBLISHER 


Dear Sirs: 

The articles by Lois Lamme are not only excellent but 
will appear at a time that will contribute substantially to the 
effectiveness of repetitive efforts. Their value is further en- 
hanced because they are beamed at a segment of the coun- 
try’s population that is relatively small but may, if it recog- 
nizes its responsibilities, exert disproportionately large 
influence in the right direction. I look forward eagerly to 
the ‘publication of the planned booket. 

H. S. HorrMan, M.D. 


Washington, D. C. 


Removing Tattoos 


Dear Sirs: 

Regarding the query in “Information Please” in the Feb- 
ruary, 1957 issue of GP on the removal of tattoos: 

These may be very simply removed by the shaving of 
successive layers of skin with an electric dermatome. Usual- 
ly it is possible to adjust the dermatome to remove the 
thinnest possible section of skin and, by successive passes, 
remove all but possibly a very few deeply pigmented spots 
without penetrating the epidermis. 

The resulting wound is dressed with Vaseline gauze and 
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usually heals kindly without excessive scarring. It does 
leave a rectangular reddened area which persists for several 
months. 

Joun T. Lowry, M.p. 
Lowry Clinic 
Laredo, Texas 


Over-all Approval 


Dear Mr. Cahal: 

Our hospital is approved by the AMA for a general prac- 
tice residency. It has been brought to our attention that we 
have not had any specific approval by the American Acad- 
emy of General Practice. 

We are writing you therefore to inquire as to whether we 
should file an application for approval by the Academy or 
whether approval by the AMA automatically carries an ap- 
proval by the American Academy of General Practice. 

We will greatly appreciate your reply in this matter. 

Rocer E. Kitts 
Business Manager 
Saratoga General Hospital 
Detroit, Mich. 


General practice residencies are reviewed and approved 
similar to those in a specialty. The AMA’s Council on Medical 
Education and Hospitals is the approving agency, but the 
evaluation and approval is delegated to a joint committee of the 
Council and the American Academy of General Practice. 
Residency programs must meet the standards outlined in the 
“Essentials of an Approved General Practice Residency.’’ The 
Academy furnishes a guide for the organization and operation 
of a general practice residency.—PUBLISHER 


SOS from Resort Area 


Dear Sirs: 

We people of this community need a doctor very badly 
and after having had my name given as reference in the 
placement listing of the California Medical Association for 
one year I am convinced that we will never get a doctor 


from this state for two reasons. First, because all the older. 


doctors are well located and have more business than they 
can take care of and the older ones want younger partners. 
The second reason is the fact that our community is too 
small in the winter to guarantee the income a young 
doctor thinks he should have. 

We property owners and tax payers feel that there must 
be a doctor somewhere who is tired or not too well and who 
would be glad to have only part-time work. We have a well- 
equipped county hospital and a good doctor 25 miles north 
but to get there we have to drive over the highest pass be- 
tween Mexico and Canada. We have a good highway. The 
summer is easy but in the winter it is very bad. The price 
we have to pay makes sickness prohibitive. We have only 
the one doctor in the county and he can take care of the 
northern part and all the very serious cases but the 700 or 
near that number from LeeVining south certainly need 
help quite often. 
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ABDEC’ DROPS” 


ABDEC DROPS are supplied in 15-ce. 
and in 50-cc. bottles with calibrated 
non-breakable plastic droppers. 
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We are directly east of San Francisco and within 25 sniles 
of the Nevada state line. We are only about one mile from 
beautiful Mono Lake, the Dead Sea of America. Please do 
what you can for us. This is one of the world’s great play- 
grounds and in the summer we have thousands and thou- 
sands of tourists. We are right at the east entrance to 
Yosemite National Park. 

Maupe P. Dansurc 
P.O. Box 1266 
LeeVining, Calif. 


In the belief that there is a physician who would like to set 
up a practice in this California resort region, we have for- 
warded Maude Danburg’s letter to the AMA’s Council on 
Medical Service. The service has maintained a good record in 
helping to place physicians in needed areas.—PUBLISHER 


Lung Cancer Takes Lead 


Dear Sirs: 

The article, “A Cancer Examination for the Asympto- 
matic Patient,” (December, 1956 GP) by Dr. John G. 
Walsh uses a figure listing the relative incidence of cancer 
in males. This figure is based on outmoded data. Recent 
statistics would indicate lung cancer occurs more frequently 
than stomach cancer. 

Unpublished statistics from the U.S. Public Health Serv- 
ice including the period to 1954, give the relative incidence 
of lung and bronchial cancer in males to be more frequent 
than stomach cancer. Also during 1954, lung and bronchial 
cancer was the leading cause of death among male cancer 
patients resulting in 20,911 deaths. Stomach cancer was 
second with 14,575 and prostatic cancer third with 13,218 
deaths. 

This inversion in no way invalidates Dr. Walsh’s thesis 
that the family physician is in the most favorable position 
to detect cancers in their early stages. 

Forest K. Harris 1, M.D. 
Pulmonary Disease Division 
District of Columbia General Hospital 
Washington, D. C. 


Front Line ‘“‘Volunteer” 


Dear Sirs: 

In a recent letter which solicited contributions to the 
building fund for the American Academy of General Prac- 
tice, it stated that the letter did not apply to “Century 
Club” members. According to my records, I am a member of 
the Century Club and I have contributed a total of $180. 

In order to further help out with the building fund, I am 
enclosing my check for $30 to bring my contribution 
to $210. I trust that other members of the American Acad- 
emy of General Practice have responded to the letter and 
that the notes mentioned in the letter have been at least 
partially paid by this time. 

T. G. CRANWELL, M.D. 
Pikeville, Tenn. 
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Laurels and Lumps 


Dear Sirs: 

I am a senior at the Vanderbilt University School of 
Medicine. I have become convinced by the articles, edi- 
torials and abstracts that I have seen in various copies of 
GP that it is one of the finest journals published. I would 
like to apply for a one-year subscription. Enclosed is a 
check for the $5 student subscription rate—which I believe 
is very reasonable for such a fine journal. 

G. Dovuctas Apamson, JR. 
Senior Medial Student 
Vanderbilt School of Medicine 
Nashville, Tenn. 


Dear Sirs: ‘ 

On peering through your excellent journal, GP, I no- 
ticed that your yearly subscription rate was a modest $5. 
Although I am a financially strapped medical student, I 
don’t think I can let the opportunity to receive your in- 
formative magazine pass me by. Ergo, you will find an en- 
closed check for a year’s subscription to GP. 

The work of the American Academy of General Practice 
is invaluable in helping medical students realize that gen- 
eral practice can be stimulating and rewarding. Many stu- 
dents feel that unless a physician is a specialist he is not 
practicing true medicine. Your work and especially your 
magazine help dispel this misimpression. 

Cuares H. NANness 
Miami Beach, Fla. 


Dear Sirs: 

It is with no regrets that I am letting my subscription to 
GP lapse with this issue. Its arrangement of material is not 
good and reminds me too much of nursing journals where 
doctors are simplifying things for nurses. It isn’t adequate 
for a grown-up physician. 

NaME WITHHELD ON REQUEST 


Ideal Setup 


Dear Dr. Hussey: 

I have just looked over my paper on the “Treatment of 
the Ambulatory Patient with Hypertension,” and the sec- 
tion on Practical Therapeutics for GP (February, 1957). I 
do not know how good the article is or how valuable it will 
be to the practitioner. However, I do want to compliment 
you and Mr. Roy Anderson, GP’s production manager, in 
the beautiful way that you have set it up. The charts and 
illustrations are very attractive and superbly presented. 
The editing and printing have certainly made the most of 
the article and I hope that the message it conveys is in 
keeping with the nice way that it has been presented by 
you, 

Joun H. Moyer, 
Department of Pharmacology 
Baylor University College of Medicine 
Houston, Tex. 
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*K translation: “It so happens that highly 
palatable, apple-flavored ABDEC DROPS 
are, at present, my source of nutritional 
supplementation, providing ample 
amounts of eight important vitamins in 
aqueous, nonalcoholic form.” 
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perhaps the safest ataraxic known... 


PEACE oF MIND 


ATARAX 


{brand of hydroxyzine) Tablets-Syrup 


safety highlighted in every clinical report. 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety. After more than 85,000,000 
doses — many on long-term administration 
at high dosage — no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported. 


calms tense patients. 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find aTARAX effective 
in about 9 of every 10 patients. * 


prescribe atarax as follows: 
Adults: usually one 25 mg. tablet, 
or two tsp. Syrup, three times daily. 
Children: (over 3 years): usually 
one 10 mg. tablet, or one tsp. Syrup, 
twice daily. 

Supplied: Tablets, tiny 10 mz. 
(orange) and 25 mg. (green), bot- 
tles of 100. Syrup, 10 mg. per tsp., 
pint bottles. 

Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only. 
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No Income Disparity 


Dear Mr. Cahal: 

I just finished reading your excellent letter to Medical 
Economics (January, 1957, page 43) on the incomes of 
specialists vs. general practitioners. 

We agree with you in general as to surgical and nonsur- 
gical incomes. In the well over 2,000 clients’ incomes and 
expenses we keep currently on punched cards, we are able 
to separate the incomes by specialty, by area, by age, etc., 
and you might be interested in knowing that the average 
income of the general practitioner client of ours is almost 
exactly the average income of all our specialists, surgical 
and nonsurgical. 

Interestingly enough the income of our internist clients 
has risen substantially in relation to our surgical clients; 
people are more and more willing, once they realize the 
facts, to pay for medical services in proportion to their 
value. 

Let me congratulate you, too, on the excellent progress 
your Academy has enjoyed in the last few years. I know 
much of the credit must go to you and your staff. 

Henry C. Brack 
Black & Skaggs Associates, Inc. 
Battle Creek, Mich. 


Nun’s Choice 


Dear Sirs: 

Enclosed is a $10 check for a two-year subscription to 
your excellent magazine. I am a junior medical student at 
Georgetown University Medical School and have had the 
opportunity of learning under many of the authors of your 
publication. I am looking forward to receiving GP regularly. 

Sister Mary THoMAs ANN 

Washington D. C. 
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ROYAL 
100 or 200 MA 


radiographic-fluoroscopic 


table. Bucky troy has self-centering 
device . . . takes cassettes up to 17° x 17°. 
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ON OF LANDS 


tilt-table X-RAY UNIT 
with rotating anode tube 


The Mattern Royal 100 offers an unusual dollor-for- 
dollar valve which is particularly remarkable in the 
low-cost tilt table field. Among its special features ore: 


Completely automatic control. 


® Rotating anode tube—need not be removed when 
changing position of table. Counterbalanced 12° x 
16” fluoroscopic screen and tube—travel in unison— 
raise, lower, or angle as desired. 

® Hand tilt b which p its use of table 
in either horizontel or vertical plone. Tube stand 
mounted separately on tracks, allowing greatest 
flexibility in positioning. 

®Bucky on full-length track beneath 
and locking 


MATTERN X-RAY 
DIVISION OF LAND-AIR, INC. 
7444 West Wilson Avenue 
Chicago 31, ll. 
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Each Multiple Compressed Tablet of MEPROLONE 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 


2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassiur: 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 

r symp predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension d) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional antiarthvitics 


suppresses | imparts 
relieves | inflam- | relaxes | eases | senseot 
pain | mation | muscle | anxiety | well-being 
Salicylates 
Muscle relaxants JS1 
7 nly tranquilizer with 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: MeProtone-!—1.0 - 
of prednisolone, 200 mg. of meprobamate and 200 mg. o 
dried aluminum hydroxide gel. MePRotone-2—pro 
2.0 mg. of prednisolone in the same formula. 
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@ nonaddictive, well tolerated, relatively nontoxic 
@ well suited for prolonged therapy 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 


@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
® orally effective within 30 minutes for a period of 6 hours 


for anxiety 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY @) WALLACE LABORATORIES, New Brunswick, N. J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate— U.S. Patent 2,724,720 
y SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 


CM-3706-R3 


THE MILTOWN ® 
MEPROBAMATE MOLECULE 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Basil C. MacLean, M. D. 
A President Speaks Up - 


Basit C. MacLean, president of the Blue Cross Association and 
former Commissioner of Hospitals for New York City, spoke 
recently before the Third National Reorganization Conference 
sponsored by the Citizens Committee for the Hoover Report. Dr. 
MacLean, a former member of the Hoover Commission Task Force 
on Federal Medical Services, loudly declaimed federal intervention 
in the form of medical services or “bureaucratic medicine.” “To 
be sure,” Dr. MacLean said, “there are justified circumstances for 
federal medical and health programs, as our military personnel 
and veterans with service-connected disabilities. But, can the 
American public close their eyes to the really fundamental danger 
in these vast and growing government programs? Could not this 
trend to federal “bigness” become the first perilous step toward a 
system foreign to every American tradition?” This controversial 
subject and its closely allied brother, federal aid for medical edu- 
cation, should merit the close attention of every doctor. 


Edward Foss Wilson 
A Business Man Takes Over 


THE NEW ASSISTANT SECRETARY OF HEW, Edward F. Wilson, will 
succeed Bradford Mintener in federal-state relations. Mr. Wilson, 
a Chicago business man, is already in the department serving as a 
consultant. In his new position, he will be responsible for the gen- 
eral supervision of the Office of Field Services which includes im- 
plementing the programs of nine regional directors and their staffs 
as well as the operation of a program auditing state grant funds. 
He will have under him an assistant for international activities, 
defense coordination group and an advisor on special institutions 
such as Columbia Institution for the Deaf. Mr. Wilson is chairman 
of the board of Wilson & Co., Inc., Chicago meat packers. He is 
a director of Wilson Sporting Goods Co., Wilson Wire, and City 
National Bank and Trust Co. of Chicago. He has long been active 
in that city’s voluntary organizations in the health, education and 
welfare fields and is president of the Illinois division of the Amer- 
ican Cancer Society. 
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Holland T. Jackson, M. D. 
AAGP President-elect 


Tue new AAGP presipent-ELECT, Dr. Holland T. 
Jackson, Ft. Worth, Texas, was chosen at the Con- 
gress of Delegates meeting in St. Louis, March 25. A 
founder of the Academy, former treasurer and mem- 
ber of the Publication Committee, Dr. Jackson is the 
second youngest man ever to hold the office of presi- 
dent-elect. His first official capacity was as a member 
of the initial Board of Directors. A man of amazing 
strength, Dr. Jackson made a full recovery exactly one 
year to the day after he was stricken with a coronary 
occlusion and on the anniversary of his illness last 
year, was honored as Texas Medical Association’s 
“General Practitioner of the Year.” Dr. Jackson who 
will succeed Malcom E. Phelps will be installed in his 
home state of Texas at next year’s Assembly in Dallas. 
Dr. Jackson was born in Copperas Cove, Texas, in 
1910. He received his bachelor of science degree from 
Trinity University in 1931 and his M.D. degree from 
the University of Texas Medical School in 1935. Though 
a Texan to the core, he did go to Detroit for intern- 
ship at Detroit Receiving Hospital but hurried back to 
Methodist Hospital, Ft. Worth, for the equivalent of a 
general practice residency. The young Texan then en- 
tered private practice and took preceptor-type training 
assisting in major surgery. Currently, Dr. Jackson is 
chief of staff and a member of the board of trustees of 


Harris Hospital and on the staffs of four other Texas 
hospitals, 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 


well as other medical meetings in which general practi- 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 


tioners will have an interest, will appear here monthly. 


should report actual hours of attendance. Maximum 
hours listed when available. 


*Apr. 
*Apr. 


*Apr. 


*Apr. 
“Apr. 
*Apr. 
*Apr. 


*Apr. 


*Apr. 


*Apr. 


*Apr. 
*Apr. 


*Apr. 


*Apr. 


*Apr. 


*Apr. 


*Apr. 


8-9. Tennessee chapter, annual meeting, Maxwell 
House Hotel, Nashville. 

12-13. Utah chapter, ninth annual scientific meeting, 
Hotel Utah, Salt Lake City. 

15. New York University-Bellevue Medical Center, 
course on regional anesthesiology, New York 
City. 

15-17. Kansas University, course on anesthesiol- 
ogy, Kansas City, Kan. (21 hrs.) 

15-17. University of Minnesota, continuation 
course on industrial medicine, Minneapolis. 
16. Missouri chapter et al., program on gallbladder 
visualization, St. Joseph. (2 hrs.) 

16-18. Seuth Carolina chapter, general medical 
seminar, Greenv:.ie Hospital, Greenville. (16 hrs.) 
16—Jun. 4. University of Lovisville, annual pedi- 
atric postgraduate course, Tuesdays, Children’s 
Hospital, Louisville, Ky. (3 hrs. per session; 
total 24) 

17. Montgomery County (Ohio) chapter, venereal 
disease seminar, Dayton. (41% hrs.) 

17, 24, May 1. Queens County (New York) chapter, 
course on recent advances in internal medicine, 
Queens County Medical Building, Forest Hills, N. Y. 
(1 hr. each session) 

17-18. Indiana chapter, ninth annual scientific 
meeting, Murat Temple, Indianapolis. 

18. Hahnemann Medical College, course in pediat- 
rics on cardiac problems, Philadelphia. (2 hrs.) 
18. Queens County (New York) chapter, course on 
renal disease in pregnancy, Queens County Medical 
Building, Forest Hills, N.Y. (1 hr.) 

18-19. Kansas University, course on cardiac aus- 
cultation, Kansas City, Kan. (16 hrs.) 

18-20. University of Tennessee and Department of 
HEW, annual venereal disease conference, Mem- 
phis. (20 hrs.) 

19, 26, May 3. Queens County (New York) chapter, 
courses on clinical gastroenterology; drugs and 
diets—uses and abuses; common functional syn- 
dromes and their management; postoperative medi- 
cal problems; Queens County Medical Building, 
Forest Hills, N.Y. (1 hr.) 


. 20-26. Industrial Medical Health et al., 12th na- 


tional industrial health conference, Kiel Audi- 
torium, St. Louis, Mo. 

22. New York University-Bellevue Medical Center, 
symposium on tuberculosis and other pulmonary 
diseases of childhood, New York City. 


. 22-26. Michigan chapter et al., course on carcliclogy 


for the family physician, Wayne University, Detroit. 
(20 hrs.) 


. 22-27. University of Buffalo, course on anesthesia, 


Buffalo. 


. 22-May 3. Public Health Service, venereal disease 


program, Venereal Disease Research Labora- 
tory,-Chamblee, Ga. 


. 23-26. Kentucky chapter, annual meeting, Brown 


Hotel, Louisville. 
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A Community Recovers 


GeneraL Motors has released a story of two Academy 


members who gave their village a shot of prosperity. 
The doctors who diagnosed the illness and effected the 
cure, with the aid of General Motors, are Academy 
President John S. DeTar and his colleague, Dr. Ray 
Hannum of Milan, Mich. 

When this community began to feel “hard times” 
several years ago, the doctors’ patients reverted to the 
old rural custom of paying their bills with chickens, 
bacon and eggs. Dr. DeTar didn’t mind, because he 
had a wife and family, but Dr. Hannum was a bachelor. 
They held a consultation. 

Dr. Hannum proposed that outside money would 
cure Milan’s financial ills. He reasoned that folks in 
Milan would have to produce more things for which 
there was a market. Plastics was decided upon, because 
“any woman who could bake a cake could soon learn to 
cook plastics.” 

In payment of their debts to him, Dr. Hannum’s 
more muscular patients helped erect the building for 
Wolverine Plastics, Inc., in 1946. Dr. DeTar persuad- 
ed a group of his fellow Michigan medical school 
graduates to put up the capital. 

General Motors soon discovered this little business 
and began ordering armrests. The original press and 
nine employees have expanded to 12 presses, a new 
plastics decorating shop and 255 employees, one-fifth 
of Milan’s working population. 

The Milan story, with variations, could be told in 
many towns and cities throughout the nation. Actual- 
ly, about 64 per cent of General Motors’ suppliers of 
goods and services are very small businesses employing 
fewer than 100 persons. Nearly 50 cents of every dollar 
that GM takes in, flows back to small businesses that 
provide the company’s outside sources of materials 
and services. 

GP’; hearty congratulations go to General Motors 
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Editorials 


for the unique advertising campaign that revealed 
this story . . . and to Dr. DeTar and Dr. Hannum for 
helping to prove to young people—and the world— 
that initiative, resourcefulness and capitalism still 
flourish in America. 


How to Explain to Patients 


Patients often have difficulty understanding what is 
meant when their physician tries to explain a struc- 
tural or functional disturbance. Some doctors display 
exceptional skill in getting around this difficulty. 
Mainly, they use every-day analogies, often supple- 
mented with simple line drawings. For example, many 
physicians aptly describe atherosclerosis in terms of 
rust or scale in a pipe. ; 

In point of fact, this knack for making things clear 
to patients is part of the art of medicine. Physicians 
who have developed it to a high degree have an obliga- 
tion to share their techniques with others. Most of them 
seem willing enough to do that if they are given an 
opportunity. 

This month GP begins publication of a series of 
short items titled “How to Explain to Patients.” It 
is hoped that the series will be self-perpetuating—that 
readers will be stimulated to send us brief accounts of 
their own favorite techniques. 


Definition of General Practice 


REPEATEDLY, in committee reports and in articles about 
medical practice, you'll read that what this country 
needs is a good definition of general practice. This 
seems to imply that general practice is a static form and 
that it is standardized throughout the nation. There is 
the further implication that other types of medical serv- 
ice can be neatly defined and have nice boundaries. 
Nothing could be farther from the truth. For example, 
consider the status of the internists. When a prospec- 
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tive patient asks an internist what kind of doctor he is, 
he may say, “I’m an internist.” But he can’t stop there, 
because the term itself has awkward connotations. So 
he has to explain what the term means. Since he wants 
to promote the idea that he’s a “‘specialist,”’ he may be 
wise to add, “I’m like a pediatrician, only I take care 
of adults.” That helps because people have caught on 
to the idea that pediatricians are “‘specialists.”” The 
internist may add, “I’m certified by the American 
Board of Internal Medicine” (which means nothing to 
the prospective patient), or he may not (because not 
all internists have stood the rigors of the Board exami- 
nations). 

Beyond this point, the internist’s answer will vary 
tremendously. He may be any one of the following: 

School teacher 

Schooi teacher-consultant 

Consultant only 

Quasi family physician 

Adults only (no house calls) 
Adults only (house calls too) 
Anyone above school age (n.h.c.) 
Anyone above school age (h.c.t.) 
Anyone (n.h.c.) 

Anyone (h.c.t.) 

Et cetera 

Such variation in meaning is not limited to internists. 
Pediatricians, obstetricians—even surgeons—suit their 
practices to their environments, their aptitudes and 
their personal inclinations. 

General practice, like other forms of practice, has 
been evolving rapidly. Like them, it is not susceptible 
of definition in terms that satisfy all contingencies. The 
people who call for such definitions probably are trying 
to be helpful. If so, they should make it clear that they 
do not mean to be restrictive. After all, a single fixed 
definition can be a limiting thing. Why, surgeons might 
still be working in barber shops 


INSOMNIA is a common enough symptom. Except for an 
occasional person like Mr. Wardle’s fat boy, Joe, every- 
one is plagued at least occasionally by an inability to 
sleep. 

In the very familiarity of the symptom lies its danger. 
Physicians are likely at times to prescribe a hypnotic 
drug without considering what the need for the drug 
implies. As a preventive for that casual attitude, 
Solomon’s “Insomnia” is recommended reading. 

That article, published in the New England Journal 
of Medicine for October 18, 1956, divides the causes of 
insomnia into two categories: somatic and psychologic. 
The somatic causes are usually obvious. They may be 
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external (noises, bright lights, unfamiliar surro:ind. 
ings) or internal (pain, hunger, thirst, itching). The 
psychologic causes may or may not be obvious. Cer- 
tainly they deserve careful evaluation. 

Solomon subdivides psychologic causes into con- 
scious and unconscious factors. The conscious tensions 
are usually easy to recognize—anxiety, excitement, 
anger, guilt, fear, unsatisfied desire. The unconscious 
tensions are as obscure to the patient as to the physi- 
cian. It is in this category of insomnia that something 
more than a drug is needed. Unless the cause can be 
discovered (and eliminated), three risks are entailed— 
habituation to drugs, persistence of objectionable neu- 
rosis, progression of an unrecognized psychosis. 

A general physician who sets out to treat insomnia 
of psychologic origin has the prime obligation to dis- 
tinguish whether the symptom is part of a neurosis or 
whether it is something more dangerous—psychotic 
insomnia. When he decides that he is dealing with 
neurotic insomnia, he may or may not undertake psy- 
chotherapy personally, depending upon his own apti- 
tudes and experience. Certainly he should ensure that 
the patient receives psychotherapy by some means. 

Solomon carefully describes the diagnostic charac- 
teristics of patients with psychotic insomnia. “There 
are persons,” he writes, “who shun sleep rather than 
court it. They are mainly of two sorts: schizoid, in 
which the attitude toward sleep (and their own uncon- 
scious) is one of terror and horror, and in which addi- 
tional symptoms may be present such as, in early cases, 
feelings of unreality, depersonalization, vague cranial 
discomfort and ideas of reference, and, in later cases, 
withdrawn or bizarre behavior, mutism, hallucinations 
and delusions; and manic, in which there is no time for 
or interest in sleep and in which there are the familiar 
evidences, in early cases, of hyperactivity, overtalka- 
tiveness, flight of ideas, elation and defective judgment 
and, in later cases, wild behavior, push of speech, 
frenzy and uncontrollability.” 

When a physician supposes that insomnia is of psy- 
chotic origin, psychiatric consultation is urgent. Only 
in this way can he be sure that everything possible will 
be done to avert catastrophe. 


Continuity of Health Care 


As FAR as private physicians are concerned, health care 
for adolescents has been a somewhat neglected area. 
There are a number of reasons for this—some deriving 
from the very nature of adolescence, others related to 
modes of practice. 

When the child turns adolescent, his parents become 
less insistent that he visit the physician. They are no 
longer frightened by his minor illnesses because he re- 
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acts to them more like an adult. His boundless energy, 
insatiable appetite and rapid growth make the idea of 

riodic check-ups seem ridiculous. Moreover, a meas- 
ure of health supervision may be included in the pro- 
gram at his school, so that the private physician’s 
services may seem superfluous. 

Meanwhile, the adolescent is becoming a free spirit. 
His independence, his mockery of authority (parental 
included), his secretiveness and withdrawal tend to 
make his parents forget that they are still largely re- 
sponsible for his health. He demands freedom, his 
parents give freedom, and unfortunately this usually 
includes freedom from health supervision. In addition, 
many adults are not well indoctrinated in a health 
program for themselves. The adult side of their ado- 
lescent child causes them to let him follow their own 
program, which may be no program at all. 

When a family has been under the care of a general 
practitioner, there is no ultimate reason for a wrench in 
the health program of the children. The doctor takes 
care of them in infancy and childhood and has the best 
of intentions for providing care during adolescence and 
adulthood. However, he may be influenced by the same 
factors that are at work upon parents. Unless he is a 
very thoughtful person, he will tend to let the young- 
sters slip away from his supervision by the time they 
enter high school. Much has been written about the 
need to change all this. There is no question that 
regular supervision of the adolescent’s health by a 
family physician is good for him physically, mentally 
and spiritually. It would appear that the responsibility 
for change rests primarily with physicians. 

The latest group of physicians to recognize and ac- 
cept that responsibility are the pediatricians. They 
have noted that the development of their specialty has 
been partly responsible for the lapse of health care at 
the time of adolescence. When they have cared for a 
patient through infancy and childhood, they have then 
dropped him (and his parents) without making any 
other provision for continuity of his health supervision. 

Now some of the pediatricians propose that this 
should be changed by extending the period of their 
responsibility through adolescence. Indirectly, this 
constitutes an acknowledgment of the need for more 
general practice and less specialism. 

If more and more pediatricians take care of people 
through their teens, as time passes, won’t they then 
conclude that it would be wrong to abandon their pa- 
tients during the succeeding periods of life? Infancy 
merges with childhood, childhood with adolescence, 
adolescence with adulthood. In the private practice of 
medicine, a continuity of health care can be achieved 


most effectively by a return to the philosophy of general 
practi: 
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A Time for Revision 


Durinc EACH of five successive years (1951-55), Monk 
and Terris questioned the members of the senior class 
at the University of Buffalo School of Medicine regard- 
ing their intentions for the future. As reported in the 
New England Journal of Medicine for December 13, 
1956, the 327 senior students were divided as follows: 


No Preference, 13% 


Those results were in striking contrast to the experi- 
ence with graduates from the same school 20 years ago. 
Thus, the alumni from the 1930-34 period were di- 


vided in practice as shown in the next diagram: 


In a search for factors that might account for such a 
swing away from general practice, Monk and Terris 
disclosed only two influences. First, the 1951-55 gradu- 
ates with high class standing showed a much greater 
preference for specialty practice than those with low 
class standing. This distinction had not prevailed for 
graduates of 20 years before. Then there had been no 


relationship of scholastic achievement to preference for 
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a type of practice. Second, among recent graduates, 
older men were more likely than younger men to show 
intention for general practice, regardless of scholastic 
standing. 

The declining popularity of general practice was ex- 
plained quite easily. It was noted that internal medicine 
rated highest in popularity among the graduates who 
signified preference for a specialty. The Buffalo investi- 
gators believe that “there is an ever-increasing tendency 
for the general practitioner to be replaced in his role as 
family physician by... the internist...” So, they 
argue that the results of the survey do not indicate 
that there will be a shortage of general physicians— 
only that a new type of general physician is emerging. 

Monk and Terris may be right in their interpretation 
of the data. However, the replies from the senior stu- 
dents did not indicate that the students who preferred 
internal medicine were thinking of themselves as trans- 
formed general practitioners. The chances are that 
they were thinking entirely in terms of “specialism” — 
complete with Board certification. 

In this connection, it seems highly significant that 
brighter students were more likely to be interested in 
specialty practice. With present-day educational meth- 
ods, that trend is inevitable. The brighter student at- 
tracts the attention and the favor of his teachers. The 
more influential of those teachers are specialists, and 
the most influential of all are the internists. Consciously 
or unconsciously, they mold that brighter student in 
their own image. 

The time has surely come for medical educators to 
revise their programs of graduate training. If they are 
sincerely interested in providing a good supply of 
family physicians, there is special need to re-evaluate 
the programs in internal medicine. Most of those pro- 
grams do not constitute good training for practice as a 
general physician. They need to be redesigned and 
divided into two categories: (1) a two-year program of 
residency training for practice as a family physician; 
(2) a five-year program of residency training for prac- 
tice (or teaching) in internal medicine and its sub- 
specialties. 


The Fate of Pulmonary Emboli 


IN spire of intensive clinical and pathologic studies of 
peripheral venous thrombosis and pulmonary embo- 
lism during the past two decades, there are still many 
enigmas in these disorders. For example, why is deep 
vein thrombosis entirely “silent” in some cases—pro- 
vocative of severe symptoms in others? What factors 
determine whether or not infarction will follow pul- 
monary embolism? When a blood clot is loosed from a 
peripheral vein, what happens to it? 
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That last question may seem ridiculous at iirst 
glance, but the fact remains that the fate of pulmonary 
emboli has not been fully clarified. However, at the 
29th Scientific Sessions of the American Heart Associ- 
ation last October, Wessler and his colleagues lighted 
some of the gray areas. 

Those workers have devised an ingenious method for 
causing clots to form in the peripheral veins. They had 
found that when a segment of a vein in a normal dog is 
isolated between ligatures, clotting does not occur, 
If the blood is made hypercoagulable by systemic in- 
fusion of the animal with heterologous canine serum, 
thrombosis develops in venous segments containing 
stagnant blood far removed from the site of infusion. 

Using that technique, Wessler’s group caused clots 
to form in peripheral veins of a group of animals— 
then released the clots into the central circulation. 
When the dogs were sacrificed during the ensuing four 
days, emboli were invariably discovered. Sometimes 
the clots were lodged conventionally in pulmonary 
arteries. Other times, however, a clot would “hang up” 
in the right ventricle—caught, for example, in the 
chordae tendineae. There it seemed apparent that the 
churning of blood in the ventricle was causing frag- 
mentation and disintegration of the clot. 

In animals sacrificed between the fifth day and the 
thirteenth day following release of clots, emboli were 
recovered in only half the cases. After the fourteenth 
day, emboli were never found. 

These experiments clearly suggest that the body has 
important protective mechanisms when clots sweep 
from peripheral veins toward the lungs. The heart it- 
self seems to be the prime barrier to pulmonary embo- 
lism. As an embolus enters the right ventricle it is sub- 
jected to shearing forces that may cause its disintegra- 
tion, especially if it is caught in the chordae tendineae. 
In addition, there appear to be important capacities for 
the lysis of the foreign body. A consideration of these 
mechanisms may help to explain some of the discrep- 
ancies frequently noted between clinical pulmonary 
embolization and the pathologic findings. 


Early Detection of Cancer 


Durinc THIS YEAR, 450,000 new cases of cancer will be 
diagnosed. Because of present-day methods of early 
detection and improved medical care, 150,000 of these 
patients will be saved. This is some 38,000 more lives 
than we could have saved ten or 12 years ago. Yet, 
75,000 of the new cancer patients will die needlessly, 
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simply because their disease is not diagnosed soon 
enough. 

There is much still unknown about cancer—but one 
thing can be said to stand out with certainty: the 
earlier the diagnosis, the better the chances for cure. The 
symptom-free or “‘well” patient, in whom the signs of 
cancer are detected even before they are visible to the 
eye or to the examining hand, has the best chance of 
all. This might be the woman, for example, whose 
cancer of the cervix is first indicated in a cytologic 
smear and later confirmed by biopsy. 

The patient diagnosed at the next stage, with visible 
but apparently localized cancer, has the next best 
chance for cure. This might be the middle-aged man 
whose circumscribed asymptomatic lung cancer is 
picked up in a routine chest x-ray as part of his yearly 
health checkup. 

But, as biologic time runs out and frank symptoms 
appear, the cancer grows, invades tissues and metas- 
tasizes, and hope for the patient’s survival lessens. 

It becomes clear that decreasing mortality from this 
disease is, of necessity, largely the responsibility of the 
practicing physician—he sees the patient first. And, 
fortunately, today there are a number of precision 
techniques available to help him in this important job. 

The thorough physical examination, in conjunction 
with a careful history still constitutes the most power- 
ful weapon in his armamentarium. Encouraging the 
“well” patient to undergo the procedure once each 
year (especially after he reaches middle age) alone can 
do much to save lives. Part of such an examination 
should be a chest x-ray (especially for men over 40) ; a 
pelvic and cytologic examination for all adult wo- 
men; and, rectal examination for all adult patients. 
Cancer detection centers find that such procedures 
reveal cancer in some 3.5 of every 1,000 symptom-free 
patients; in patients with one or more frank symp- 
toms, the rate is 65.7 per 1,000. 

Participation in the professional programs of tumor 
clinics can be helpful to the practicing physician in 
developing his cancer-consciousness, in sharpening 
his diagnostic acumen, and in insuring more adequate 
treatment for his patient. There are 713 cancer clinic 
programs (as of 1956) approved by the American Col- 
lege of Surgeons available to him throughout the 
United States, its territories, Canada and Cuba. 

The utilization of cytologic examination of ex- 
foliated cells can also be valuable in the detection of 
cancer of the gastrointestinal, genitourinary and 
respiratory tracts. The greatest usefulness of this tech- 
mque, however, probably lies in indicating the pres- 
ence of early uterine cancer, especially cancer of the 
cervix. Practicing physicians are increasingly taking 
advantage of this procedure in connection with yearly 
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pelvic examinations of all adult women, whether or not 
they present symptoms. Programs to apply this early 
detection method to large numbers of adult women 
now exist, or are being organized, in many sections of 
the country. That it may be helpful in detecting early 
cancer and in saving lives may be seer in an example 
from a report from Toledo, Ohio, where specimens 
from 29,687 women were examined from 1947-1955: 
“Of the 194 cases of cervical cancer (as revealed in 
the program, in addition to 101 uterine cancers of 
other types) 63 . . . permitted 5 year follow-up studies. 
Of 22 unsuspected cases, 18 are living with no evidence 
of cancer, while 2 are dead of cancer. Among the 41 
cases of suspected cancer, only 13 are living with no evi- 
dence of cancer, while 22 are dead of cancer.” 

Another, and most important, weapon in the prac- 
ticing physician’s fight against cancer is the biopsy. 
No matter what is revealed by x-ray, or the inspection 
of exfoliative cells, definitive diagnosis depends upon 
excision of tissue and the careful examination of it 
under the microscope by a qualified pathologist. 
Biopsy, in a high percentage of cases, can be carried 
out in the physician’s office. Usually only where there 
is danger of severe hemorrhage, or the site is highly 
inaccessible, is it necessary to hospitalize a patient or 
call on the services of a surgeon. 

Apathy and feelings of frustration are probably the 
two major enemies of early detection of cancer. On the 
part of the public, to these must be added fear of the 
disease and fear of what the treatment may be—al- 
though these blind emotions now appear to be yielding 
ground to widespread programs of public education. 
Patients are presenting themselves in greater numbers 
in doctors’ offices and at earlier stages than ever before. 

The practicing physician himself, however, often 
seems to be a victim of negative attitudes toward the 
condition. These attitudes can be a severe handicap in 
the fight to reduce mortality from cancer. If cancer 
were contagious, creating on its appearance in a family 
the confusion of a severe case of poliomyelitis, the 
physician might keep it more firmly in the forefront of 
his mind, in spite of what may appear to be its low in- 
cidence in his own practice. He might, what is more, be 
somewhat more conscientious about his own personal 
yearly physical checkups! 

Again, a tendency in some quarters to view a verdict 
of cancer as a signal that all is lost, militates against the 
more general application of the complete physical ex- 
amination and its life-saving potential. A diagnosis of 
cancer at any stage does not necessari!y mean a death 
sentence—an early diagnosis more and more often 
means a patient saved.—W. KenNeTH CLARK, M.D., 
Acting Medical and Scientific Director, American Cancer 
Society. 
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Bacterial, metabolic cr fungal toxins can neutralize or alter 
maturating substances. 


lonizing rays can alter intracellular chemistry or intracellular 
genes. 


Inadequate quantities of maturating substances reaching the cell. 


Viruses, by their intracellular presence can alter intracellular 
chemistry (blocking, immobilization, conjugating). Virus protein 
molecules may have the same shape and size as some of the 
intracellular enzyme molecules. 
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Experimental and clinical observations support the hypothesis 
that some tumors are due to deficiencies of substances necessary 
for cell maturation. These substances may possibly exist 
extracellularly in the blood or other body fluids. 

The theory of ‘maturation arrest”? offers an explanation 

of the mechanisms by which certain agents are presently known 
to produce remissions in the growth of neoplasms. 


Is Cancer a Deficiency Disease? 


L.A. ERF, M.D. AND B. J. MILLER, M.D. 


Jefferson Medical College and Hospital 
Philadelphia, Pennsylvania 


CANCER is not a single entity. Neither is hypertension, 
diabetes or fever. The latter three processes can be the 
result of numerous fundamental causes, both direct 
and indirect. Cancer can be the result of many proven 
direct causes such as viruses, bacteria, fungi, hydro- 
carbons, metals and radiations. Unfortunately, most of 
the fundamental mechanisms of hypertension, dia- 
betes, fever and cancer are unknown. The initial 
inciting processes could function directly or indirectly, 
and in many devious ways. 


Theory of Maturation Arrest 


The theory of maturation arrest implies deficiencies 
of cellular maturating substances. It seems applicable 
in diseases where there is excessive cellularity of imma- 
ture cells but not for hyperplasias of mature cells such 
as those due to irritations by mechanical, radiant or 
chemical means. In cancers, the inciting causes could 
be responsible for blocking, by various means, the pass- 
age of the theoretical maturating substances to the de- 
ficient cells (Figure 1). 

Maturant-deficient cells can divide continuously 
without maturing into functional cells. The deficient 
maturating substances could be enzymes, catalysts, 


hormones, vitamins, lipoproteins, etc., many of which 
probably are carried by the blood stream. The theory 
of maturation arrest may be summarized as follows: 
(1) Human cancers may be due to absolute or relative 
deficiencies of various cell-maturating substances. (2) 
The deficiency mechanisms may occur intracellularly 
or extracellularly. (3) The majority of the maturating 
substances or agents may be found in normal fresh hu- 
man blood or body fluid. 


Types of Cancer 


Although there are many types of cancers with many 
different types of cells, there are two fundamental sites 
for initiating abnormal growth under the theory of 
maturation arrest. There can be a deficiency for a sin- 
gle cell—an intracellular deficiency. For many cells 
there can be a generalized extracellular deficiency 
which may or may not be cell specific. 

A deficiency of maturating substance can occur with- 
in one cell because of an abnormal intracellular chem- 
ical change (possibly a new oxidizing system produced 
by the intracellular presence of a virus protein mole- 
cule). This is the crux of the cancer problem. What 
happens intracellularly when a cell becomes malignant? 
What maturant agent is deficient or inactivated? The 


GENDS FOR ILLUSTRATIONS AT LEFT: cancer problem would be clearer if normal intracellular 


chemistry were known. The intracellular neoplastic 
characteristic can be transmitted on to the daughter 
cells. It follows that only one cell need become neo- 
plastic to eventually cause the death of the organism. 


Figure 1. Mechanisms thwarting maturating substances from reach- 
ing their intracellular site of metabolism. 


Figure 2. iagram of differentiation of megaloblasts depending upon 
the quani:'y of vitamin Bis present. 
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There can also be a specific deficiency for a specific 
group of cells. For example, in pernicious anemia, vita- 
min By is lacking for the megaloblasts of the bone 
marrow. Leukemia, multiple myeloma, and polycy- 
themia are hyperplastic or neoplastic diseases of the 
marrow which are similar in many ways to pernicious 
anemia. 


Generalized Deficiency for a Specific Group of Cells 


Prior to 1925, pernicious anemia was known as “‘can- 
cer of the red blood cells.” It is similar to cancerous 
processes in that it is characterized by an overwhelm- 
ing production of immature red cells (megaloblasts) 
which are found “‘infiltrating” the marrow, liver, lymph 
nodes, lungs, kidneys and other organs. It resembles 
both leukemia and myeloma. 

Normally, when a megaloblast divides, one of the 
daughter cells is supplied with vitamin Bj: which allows 
it to maturate to a functional cell—the erythrocyte. 
However, the other daughter cell remains a megaloblast 
(without maturating) so that the red-cell-formers per- 
sist and continue the formation of adequate numbers of 
red blood cells. 

If vitamin Bj, is lacking, then both daughter cells 
remain at the megaloblastic stage but keep on dividing. 
This causes great accumulations of megaloblasts in all 
portions of the body (Figure 2). At this stage, a defi- 
ciency of vitamin Bj» exists for many cells throughout 
the body including neurologic cells. This results in 
posterior column disease. 

As vitamin Bj deficiency becomes more and more 
severe, the megaloblasts become more and more ana- 
plastic. Likewise it is known that neoplasms become 
more and more anaplastic as time goes on, indicating 
a progressively greater deficiency of maturating agents. 
Malignant cells become more and more numerous also, 
as the deficiency becomes greater. Many physicians 
have serially biopsied carcinomas of the breast, thy- 
roid, prostate or parotid gland, over a period of time. 
They have noted the gradual change from a relatively 
mature phase of adenocarcinoma to a very immature 
anaplastic phase. It is known that chronic leukemia 
gradually becomes more and more anaplastic as the dis- 
ease progresses (and as the deficiency becomes greater 
and greater). 

By maturates megaloblasts to the erythroblast stage. 
Proteins, iron, vitamin C, thyroxin, folic acid and 
other maturants are required for development to the 
normoblast stage. Using the same analogy, cancers 
can occur at various levels of maturation depending 
upon the type and the quantity of the maturating sub- 
stance that is deficient. One microgram of vitamin By 
daily will maintain a patient with pernicious anemia in 
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good health. One liter of blood usually contains only 
0.1 mg. of Bio. It can be seen that one pint of blood 
could not cause a complete remission of pernicious 
anemia. 

Before 1925, an occasional case of pernicious anemia 
would spontaneously remit for a few months. This was 
a hopeful sign that some day the disease could be 
“cured.” Fortunately, the medical profession has ac- 
curate data on authentic cases of cancer that have had 
spontaneous “cures” or prolonged remissions. This is 
a very hopeful sign that cancers, too, will be controlled 
in the future, as pernicious anemia is today. 


Intracellular Deficiency of a Single Cell 


Deficiencies of maturating substances may occur for 
many cells or for a single cell. Furth injected intraven- 
ously one leukemic cell into a mouse made maturant- 
deficient by sublethal doses of x-radiation. Within a few 
days there were sufficient numbers of leukemic cells to 
kill the mouse. 

Most persons over 30 years of age with black hair 
have noted the appearance of a single gray hair. The 
cells of the hair follicle color the hairshaft with melanin. 
As the hair follicles age, they lose the ability to deposit 
pigment and the hair shaft becomes gray. A follicle less 
than 50 microns away may continue to make black hair. 
Similarly, a cell in the breast could be deprived of 
maturating substances because of loss or inactivation 
of an intracellular chemical or enzyme system (similar 
to the loss of the ability to pigment hair). The daughter 
cells would likewise be deficient and therefore a car- 
cinoma of the breast conceivably could start. 


Experimental Evidence 


There is experimental evidence for the theory of 
maturation substance deficiency as the possible cause 
of cancers. Mider of the National Cancer Institute dem- 
onstrated that rats affected with actively growing 
Walker carcinoma will live significantly longer, without 
anorexia, when fed fresh Walker carcinoma tissue (ob- 
tained from other rats) than when fed any other tissue. 
This implies that the cancer cells are either utilizing or 
storing an agent that the rat with carcinoma needs for 
defense. If this agent could be given in large amounts, 
the cancer cell possibly could be induced to maturate 
to a normal functional cell. 

This hypothesis may conceivably explain the favor- 
able effect of x-radiation in producing remissions of 
cancers. X-radiation causes cancer cells to swell, be- 
come vacuolated, and then disintegrate. According to 
this hypothesis, this process releases the specific agent 
needed by the patient to defend himself against the 
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remainder of his own cancer. It may be that radiation 
or surgery, by reducing the number of malignant cells, 
produces a relative reduction in the deficiency of ma- 
turating substances. (One can go a step further and 
believe that many humans have “‘cured” many cancers 
by overcoming maturant deficiencies.) 

Kidd found that large doses of fresh, normal guinea 
pig serum will cause a complete remission of certain 
transplanted lymphomas of the mouse and of the rat. 
Thus, a naturally occurring substance in the plasma of 
one genus injected intraperitoneally into another genus 
apparently can “cure” certain types of transplanted 
cancers. This phenomenon could not be produced by 
serum of other genera. And, unfortunately, not all 
transplanted neoplasms respond to the serum. This 
study implies, however, that the maturating substance 
needed in human cancers may be found in other bio- 
logic categories (possibly even plants, bacteria or fungi). 


Tue Rote or ENDocRINE GLANDS 


Additional animal experimental evidence applicable 
to the theory of maturation arrest was provided by Al- 
bert and Johnson of the Detroit Institute of Cancer Re- 
search. They learned that active endocrine glands (thy- 
roid, adrenals, gonads) “pick up” radioactive phos- 
phorus avidly while “sluggish” glands do not. But, 
most important, they learned that animals with active 
glands proved more resistant to both transplanted and 
spontaneous cancer than those with apathetic glands. 
This work suggests that endocrine glands probably 
produce cell maturants or intermediates that assist in 
the intracellular metabolism of the maturants. Clini- 
cally, steroids and enzymes can cause significant remis- 
sions of many types of cancers; for example, estrogens 
in prostate cancer; testosterone in breast cancer; 
ACTH in lymphosarcoma or myeloma; cortisone in 
lymphoid leukemia, and certain yeasts in myelocyticand 
monocytic leukemia. 


Clinical Evidence 


Evidence of maturating substance deficiencies may be 
noted in several types of human neoplasms. 

Recently we have found that the levels of alpha lipo- 
proteins (detected by electrophoretic techniques) of the 
circulating blood are decreased in patients with cancer 
of the breast. On the other hand, patients who have 
been surgically “cured” have higher than normal levels 
5 to 30 years postoperatively. Similar changes were 
noted! in cases of cancer of the prostate and in mela- 
noma. We do not think that this is a nonspecific finding, 
as is the rapid sedimentation rate. One of the most con- 
sistenit clinical findings in patients with cancer is the 
loss of fat weight which is often associated with hyper- 
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lipemia. There are some cancer cells, especially hyper- 
nephroma and lymphosarcoma cells, that contain large 
fatty granules in the cytoplasm. This suggests an in- 
ability to metabolize fats well. ACTH can increase the 
alpha fat levels of blood temporarily in patients with 
melanoma. Possibly ACTH can act as a maturant, aid- 
ing in the intracellular digestion of fat in some cells. 

There is clinical evidence that certain types of leu- 
kemia can be the result of a deficiency of maturating 
substances. Many hematologists have given leukemic 
blood and leukemic marrow to nonleukemic persons 
without a single case of transmission of the disease. 
Presumably, the leukemic cells are maturated in the 
normal blood stream of the normal subject. Likewise, 
there are now about 150 recorded cases of leukemia in 
pregnant women; yet not one baby developed leukemia 
at birth, nor was reported to have it at a later date. 
Presumably, the baby can maturate its own white blood 
cells, and any of the mother’s leukemic cells that get 
through the placenta. However, the mother’s white 
blood cells do not mature. These facts suggest that a 
normal human can maturate leukemic cells to func- 
tional leukocytes. 

ACTH and adrenal steroids are effective in produc- 
ing remissions in many cases of lymphoid leukemia and 
in a few cases of myeloid leukemia. This is possibly a 
maturant effect. 

Primary polycythemia is probably the slowest grow- 
ing neoplasm of the reticuloendothelial system. It re- 
sembles a “deficiency” mechanism. As the deficiency 
becomes more and more severe, more and more ana- 
plasia occurs. Almost 30 per cent of the cases develop 
leukemia terminally, while another 10 per cent develop 
myeloid metaplasia or myelosarcoma within a period of 
approximately 20 years. (About 30 per cent die of 
thromboses in the early phases of the disease.) No case 
has been known to remit completely for more than teri 
years. 

It is known that Cushing’s syndrome is often asso- 
ciated with polycythemia. Therefore ACTH and adre- 
nal sterols have been thought to be contraindicated in 
patients with polycythemia. However, we have used 
these agents in “spent” polycythemia or in cases where 
the red cell levels were in the 6 to 7 million range, with 
cessation of symptoms (fatigue, generalized pains, joint 
aches, headaches, etc.). Red blood cell levels did not 
rise. Again, such therapy can be considered as supply- 
ing a deficient substance in certain phases of the poly- 
cythemic process. 


Therapeutic Evidence 


The main effort in the treatment of cancer in the 
past 50 years has been in the direction of “killing” 
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cancer cells. Little effort has been made to maturate 
cancer cells. X-radiation and cytotoxic agents probably 
overcome deficiencies in a relative manner. Ionization 
halts the growth of rapidly growing cancer cells and 
ruptures some which thereby release stored ingredients. 
The un-ionized cells are then exposed to relatively 
greater amounts of maturating substances since these 
substances would have been used by the “killed” cells. 

Fifty years ago x-radiation was administered to pa- 
tients with pernicious anemia. The un-ionized megalo- 
blasts, therefore, could utilize the vitamin By that 
would have been used by the killed megaloblasts. Of 
course, remissions produced by x-radiation were very 
brief, and patients were never cured. 

X-rays have rarely cured patients with generalized 
cancer, but a small localized cancer can be destroyed 
by large doses of x-radiation. Presumably, both x-radi- 
ation and cytotoxic substances in small amounts reduce 
the deficiency of maturating substances. In large doses, 
such agents may interfere with the production or syn- 
thesis of maturating substances. 

Cytotoxic agents accomplish chemically what x-rays 
do by ionization. They alter the intracellular chemistry 
and the metabolism of cancer cells which thereby re- 
lease the maturating agents withheld by them. Cyto- 
toxins reduce the total number of cancer cells. This 
causes a relative increase in the available maturating 
substances. 

Acute leukemia occasionally responds temporarily 
to corticoids, as pernicious anemia does to By». This 
suggests that leukemic cells can utilize corticoids as 
maturants. The corticoids may likewise stimulate 
other cells in the body to produce maturants. In 
chronic leukemia the combined treatment of cyto- 
toxins and maturants seems to be more effective than 
either alone. 

For example, we have treated cases of chronic 
lymphocytic leukemia with radioactive phosphorus 
followed by large doses of corticoids and yeast. The 
combination of these agents was more effective than 
any one used alone. 

Similarly, carcinoma of the prostate which can be 
stimulated by testosterone to a greater phosphorus 
turnover will “pick up” nearly ten times more radio- 
active phosphorus than if not so stimulated. It is well 
known that prostatic cancer can remit following estro- 
gen therapy; and that breast cancer can remit follow- 
ing testosterone therapy. McCarthy has shown, in 100 
cases of cancer (of nearly all organs), that a combi- 
nation of steroids and nitrogen mustard produced 
lasting and satisfactory remissions in 30 per cent of 
the patients so treated. 

Of all of the therapeutic agents used for multiple 
myeloma and for lymphosarcoma, ACTH has proven 
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to be best. ACTH can well be a maturant itself, or 
can indirectly stimulate the formation of maturating 
agents. 

There are other methods of producing relative in- 
creases of maturating substances. For example, in pa- 
tients with carcinoma of the thyroid with metastases, 
the administration of large amounts of radioactive 
iodine destroys the normal thyroid cells. The thyroid- 
stimulating hormone (TSH) of the pituitary may then 
maturate the metastatic carcinoma cells sufficiently 
that they “pick up” I’*!, which they could not do 
previously because of anaplasia. 


Some Cancer Relationships 


The therapeutic evidence indicates that deficiencies 
of maturating substances can be produced or over- 
come by many different mechanisms. Deficiencies 
probably occur more frequently in the older age groups 
because of repeated environmental damage that occurs 
to body cells throughout a life span—repeated infec- 
tions, allergies, arteriosclerosis, fibrosis, radiant or 
chemical insults—all of which can cause intracellular 
changes. These mechanisms could also cause various 
types of cellular atrophy, which is a precancerous 
state. Known atrophic precancerous lesions are: leu- 
koplakia of mouth or vagina, atrophic mucosa of 
stomach, Plummer-Vinson syndrome of esophagus, 
burns or atrophy of the skin, and atrophic duct cells 
of breast or prostate. Hypoplastic anemia (hypoplasia 
of marrow) precedes leukemia in a significant number 
of cases. 

It would seem that precancerous atrophic processes, 
which obviously occur more frequently in the aged, 
are processes in which deficiencies of maturating sub- 
stances would also occur. It is a statistical fact that 
if a person is cured of one cancer (surgery, x-ray) he 
is several times more likely to develop a second cancer 
than if he had not had the first. This fact alone strongly 
suggests that cancer may be a deficiency disease. 
Again it is important to realize that only one atrophic 
cell need become neoplastic in order to initiate a 
lethal malignant process. 

Remissions of cancer and of leukemia can occur 
after various infections or toxins stimulate the body 
to great metabolic activity. Theoretically, these may 
overcome the deficiency of maturating substances by 
making all of the body cells temporarily hyperfunc- 
tional. There are many authenticated cases of remis- 
sions of cancer for various periods of time produced by 
Coley’s toxin; and we have personally seen 15 cases 
of leukemia remit for various lengths of time (one to 
nine years) following bronchopneumonia. Presumably, 
certain infections or toxins can stimulate the body 
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cells to increased production or synthesis of the spe- 
cific maturant needed. 

The theory of maturation arrest explains why anti- 
bodies against cancer cells do not often exist. In rare 
cases of cancer, antibodies have been found, but they 
are not effective in controlling the cancer. It is obvious 
that there can be no antibodies against something 
that is absent. It is true that one can develop anti- 
bodies against transplantable cancer but such anti- 
bodies are against the cancer cell protein not against 


the cause of a spontaneously arising cancer. For in- 
stance, one cannot make antibodies against the absence 
of vitamin Bz in pernicious anemia but antibodies 
could be made against the abnormal proteins of the 
deficient megaloblasts. 

It is hoped that normal fresh human blood and 
body fluids can be fractionated so that maturating sub- 
stances can be concentrated, isolated and identified. 
This is one of the most important medical research 
problems of the future. 


HOW TO EXPLAIN TO PATIENTS. 


About Surgical Operations 


THE BEST WAY to get medical facts across to a patient, 
especially in surgery, is by line drawings. Analogies 
are rarely too accurate but line drawings, of a simple 
type, do help to illustrate what has to be done in 
order to take care of a patient. 

I use line drawings a great deal to illustrate what 
will be done in cases of carcinoma of the bowel, 
carcinoma of the rectum, operations upon the stom- 
ach, et cetera. Operations such as vagotomy and 


gastrectomy are hard to explain without some form of 


line drawing. The patient can be informed as to what 
will be accomplished by his operation. 

For operations upon the colon, I often tell patients 
that the bowel is like a hose with one part of the hose 
diseased. We have to shut that segment off and excise 
it and then sew the ends together. This then allows 
the fecal flow to be resumed in its normal manner. 

I recently had to illustrate to an old gentleman 
what his prostatic difficulty was. This was done by a 
line drawing. It is eacy to show what urinary diffi- 
culty can be produced by prostatic hypertrophy. 


L. Krager Fercuson, M.D. 
Philadelphia, Pennsylvania 
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BASIC SCIENCE REVIEW 


“Mean” Arterial Pressure 


JOHN C. ROSE, M.D. 
Associate Editor, GP 


THE SCIENCE OF hemodynamics is concerned with blood 
flow and blood pressure throughout the circulation and 
the factors that influence them. A basic hemedynamic 
principle is that pressure (P) is proportional to re- 
sistance (R), and that flow (F) is inversely proportional 
to resistance. These general relationships hold for in- 
dividual vascular beds, or organs, or for the body as a 
whole. For example, the total peripheral resistance, or 
the sum of the resistances offered to blood flow in the 
arterial circulation may be calculated from the formula, 


Mean Pressure =92 


Figure 1. ‘‘Planimetric integration” of an intra-arterial pressure 
wave. The rectangle ABCD has the same area as the area under the 
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R=P/F. Here, flow (F) is the cardiac output, and (P) 
is the arterial pressure. Resistance calculations, both 
regional and “total,” have been very useful in expand- 
ing our knowledge of the factors regulating blood flow. 


In the arterial system, blood flow is pulsatile. The 
pressure referred to above is neither the systolic nor 
the diastolic, but the “mean” pressure. Mean pressure 
is that which the blood vessels would be subjected to if 
the flow were not pulsatile. It is mot the average of the 
systolic and diastolic pressures. During one cardiac 
cycle, the pressure in the aorta and its branches may 
be near the systolic level for a brief instant and near 
the diastolic level throughout much of the cycle. Thus, 
the mean pressure is nearer the diastolic than the 
systolic level. If the arterial pressure pulse contour is 
recorded directly (using an intra-arterial needle, a 
suitable sensing unit or transducer, an amplifier and a 
direct-writing or photographic recorder), the patient’s 
mean arterial pressure can be accurately determined 
by integrating the pulse wave. 


pressure wave from A to B. The height of the rectangle then indi- 
cates the mean arterial pressure, 92 mm. Hg. 
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In effect, integration means dividing the pulse wave 
into a great number of individual points and averaging 
these pressure values. Many of the instruments avail- 
able for direct pressure recording can integrate elec- 
tronically. Integration can also be accomplished using 
a planimeter. This is an instrument with jointed levers 
that measures the area that is enclosed by a length of 
pressure tracing and the zero pressure baseline. As 
shown in Figure I, a rectangle of the same area may be 
constructed that has the same length along the zero 
baseline (AB). Then, the height of the rectangle pro- 


vides a measure of mean pressure. 


Clinical Significance of Mean Pressure 


An understanding of the concept of mean pressure 
has great practical value. An example is the application 
of the more potent drugs (e.g., ganglionic-blocking 
agents) that are available nowadays for the treatment of 
severe hypertension. Many believe that they should be 
reserved for use in those patients whose blood pres- 
sures are elevated to a degree sufficient to cause struc- 
tural damage in the cardiovascular system. It is the 


aorTic 


Figure 2. Characteristic pressure pulse contours in four clinical 
states, with typical mean arterial pressure values. 
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INSUFFICIENCY 


mean pressure that most accurately reflects the stress 
to which the circulation is subjected. 

Analysis of direct intra-arterial pressure tracings in 
a variety of clinical states (Figure 2) shows that systolic 
hypertension—like that occurring in aortic insufficien- 
cy or generalized arteriosclerosis—does not greatly ele- 
vate mean arterial pressure. On the other hand, diastolic 
hypertension significantly elevates mean arterial pres- 
sure. Unlike the systolic level, the higher the diastolic 
pressure, the higher is the mean pressure. Thus, the 
diastolic pressure reading provides an accurate clue to 
the mean pressure level. It is easy to see why elevations 
of systolic and diastolic pressures have such different 
imports. It is easy to appreciate that the arteriosclerotic 
patient with a blood pressure of 200/80 is not a candi- 
date for potent antihypertensive therapy, despite 
marked elevation of his systolic pressure. 

To be sure, mean arterial pressure is a quantity that 
is usually only determined by cardiovascular physi- 
ologists. However, an understanding of its meaning 
leads to a more intelligent evaluation of the blood pres- 
sure readings obtained with the sphygmomanometer in 
a patient. 


ARTERIO- HYPERTENSION 
SCLEROSIS 
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Ophthalmoscopic examination in a hypertensive patient 

welds information concerning the appearance of the fundi 

and the status of arteriolar sclerosis, generalized attenuation, 
focal constrictions, hemorrhages, exudates, edema, 
neovascularization, sheathing and choroidal changes. 

After examination and description of the fundi, 

the appropriate changes are graded and the over-all puture 

is then classified in terms of the Wagener-Clay-Gipner 

and the Keith-Wagener systems; for example, 

CHRONIC PROGRESSIVE HYPERTENSION, GROUP III. 

When this method is followed, the ophthalmoscopic examination 
can be of great help in the evaluation of the hypertensive patient. 


Ocular Manifestations of Hypertension 


GEORGE LOCKHART Ill, 


Department of Ophthalmology, The Cleveland Clinic Foundation 
and The Frank E. Bunts Educational Institute 


Cleveland, Ohio 


THE OPHTHALMOSCOPIC CHANGES associated with hyper- 
tension are: (1) angiopathy, which includes generalized 
and focal vascular sclerosis and narrowing of arterioles; 
and (2) retinopathy, which includes hemorrhages, exu- 
dates, neovascularization, papilledema, macular stars. 


Angiopathy 
THE RECOGNITION OF ARTERIOLAR SCLEROSIS 


Arteriolar sclerosis represents damage to the vessel 
walls from the stress of elevated blood pressure, and the 
changes seen in the retinal arterioles reflect the con- 
dition of arterioles throughout the body. Generalized 
arteriolar sclerosis may develop slowly over many years 
in the presence of mild, chronic hypertension, or may 
develop rapidly in the presence of severe, active hyper- 
tension. Focal arteriolar sclerosis usually is more severe 
and follows focal spasm in the arteriolar walls. Sheathing 
of the arterioles is a form of secondary sclerosis caused 
by edema or retinopathy often seen in hypertension. 


GRADING OF ARTERIOLAR SCLEROSIS 


The grading of the severity of generalized arteriolar 
sclerosis is based upon two factors: the arteriolar light 
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reflex, and the arteriovenous crossing defects. The 
second is the more important. 

Venous Compression. One of the earlier signs is com- 
pression of the veins, and this may vary in severity 
from the slightest indentation to nearly complete in- 
terruption of the vein at the point of crossing. Other 
signs include (1) deviation of the vein from its normal 
course at the point of crossing, (2) humping of the 
vein where it crosses an arteriole, (3) tapering caused 
by extension of the sclerotic process into the adventitia 
of the vein, and (4) banking caused by some obstruction 
to the venous return at the point of crossing. 

A satisfactory grading of the severity of venous 
compression that is due to arteriolar sclerosis is shown 
in Figure 1. 

Arteriolar Constriction. Two types are found: (1) 
generalized attenuation due to tonic contraction of the 
vascular walls, and (2) focal constriction that is at- 
tributed to localized spasm. Generalized narrowing 
almost always is present in organic hypertension, 
whereas focal spasm indicates actively progressive 
disease and a more severe hypertension. 

A suitable grading of the severity of arteriolar con- 
striction is as follows: 
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A. Generalized (Figure 2) 
Gravel. Slight narrowing—most notice- 
able in nasal periphery. 
Grave II. More marked narrowing with 
A/V ratio of about 1/3. 
Grape III. Very marked narrowing, A/V 
ratio of about 1/4. 
Grape IV. Arterioles threadlike or invisible. 
B. Focal (Figure 3) 
Gravel. Few areas of slight localized nar- 
rowing. 
Grape II. Many areas of narrowing to % 
size of proximal segment. 
Grape III. Local narrowing to threadlike 
size. 
Grape IV. Arterioles invisible at points of 
constriction. 


Retinopathy 


Hemorrhages, exudates and edema may be mani- 
festations of the hypertensive picture. 


GraDING OF HEMORRHAGES 


Hemorrhages are graded 1 to 4 depending upon the 
number of quadrants involved. The retina of each eye 
is arbitrarily divided into four quadrants (normally 
there are eight quadrants to observe). Hemorrhage in 
one or two quadrants is grade 1; in three or four 
quadrants is grade 2; in five or six quadrants is grade 
3; in seven or eight quadrants is grade 4. Localized 
retinopathy from an occlusion of a venous branch is 
not graded as part of the hypertensive picture, but is 
listed as a complication. 


EXUDATES 


These may be of two types: (1) Cotton-wool patches 
are graded, as are hemorrhages, accqrding to the num- 
ber of quadrants involved. (2) Hard exudates or edema 
residues usually appear later than the cotton-wool 
patches, and frequently are seen in the macular region 
as the so-called “macular star figure.”” The hard exu- 
dates are not graded numerically since their presence 
is not necessarily related to the course of the disease 
under treatment. They may last many months or may 
even remain permanently. 


PAPILLEDEMA 


This condition indicates the most severe hypertensive 
states and may be confined to the disc itself, or may 
spread out in the surrounding retina. If edema is wide- 
spread over the retina, it may give rise to serous retinal 
detachment that subsides with control of the hyper- 
tensive state and absorption of edema. 


GP 1957 


Figure 1. Arteriolar sclerosis with venous compression. 


(a) Normal. (b) Grade I. (e) Grade Il. (4) Grade Ill. 
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Figure 2. Generalized arteriolar attenuation: (a) Grade Figure 3. Focal arteriolar constriction: (a) Grade I. (b) Grade 
I. (b) Grade Il. (¢) Grade Ill, (d) Grade IV. I. (¢) Grade Ill. (a) Grade IV. 
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OTHER Facrors 


Several other factors are noted and taken into con- 
sideration although they are not graded. Neovas- 
cularization indicates that occlusion, or partial oc- 
clusion, of vessels has previously occurred during 
active episodes of hypertension. Neovascularization of 
the disc often is seen after papilledema has subsided. 
Sheathing is a form of secondary arteriolar sclerosis 
which is not taken into account when grading gen- 
eralized sclerosis. Instead, it is noted separately as 
indicating previous angiospasm and edema. 


Relation of Hypertension to Ocular Manifestations 


Hypertensive changes have been grouped variously. 
The most widely used as well as the simplest is the 
Keith-Wagener classification. This is a useful general 
classification based on the over-all clinical status of 
the patient, not just on the eye findings alone. It in- 
cludes evaluation of cardiac and renal functions, and 
cerebrovascular and ophthalmoscopic changes. 


Kerru-WAGENER CLASSIFICATION 


Group I. Minimal or no changes in all four systems. 
Fundi may show grade I arteriolar attenuation and 
sclerosis. The patient has no symptoms. 

Group II. Moderate-to-marked angiopathy with at- 
tenuation and sclerosis, but no retinopathy. However, 
there may occasionally be venous occlusions due to 
atherosclerosis. Other systems are affected, but function 
is adequate. 

Group III. Angiopathy and retinopathy present with 
hemorrhages and exudates. Patients almost always 
have symptoms. Other systems definitely affected. 

Group IV. Ocular signs, as in group III, plus pa- 
pilledema. Patients have serious impairment of cardiac 
or renal functions. Encephalopathy is frequent. Symp- 
toms are severe. 

The Wagener-Clay-Gipner classification is very use- 
ful in classifying the ophthalmoscopic findings of the 
hypertensive patient, especially in the initial evaluation. 
Hypertension is categorized into five types: (A) neuro- 
genic; (B) chronic nonprogressive; (C) chronic 
progressive; (D) acute angiospastic; (E) terminal 
malignant. The last type, terminal malignant, should 
be changed to malignant hypertension, or malignant 
syndrome, since it is by no means always terminal in 
the light of present-day treatment. Many patients in 
this group now live for years. 


CLASSIFICATION 


A. Neurogenic Hypertension. Nothing in retina, ex- 
cept slight generalized attenuation. 
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Figure 4. Malignant syndrome with favorable response to 
treatment within four months: (a) July 16. (b) August 24. 
(ce) October 14. (1) Arteriolar sclerosis remains unchanged. 
(2) Arteriolar spasm lessens. (3) Hemorrhage is absorbed. 
(4) Cotton-wool patch disappears. (5) Macular star de- 
creases. (6) Papilledema subsides. 


(Continued on next page) 
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B. Chronic Nonprogressive Hypertension 
1.Grades I or II generalized attenuation of 
arterioles 
2. Grades I or II generalized arteriolar sclerosis 
(seen after disease has been present for several 
years) 
C. Chronic Progressive Hypertension 
1. Generalized arteriolar sclerosis, always 
2. Generalized attenuation of arterioles 
3. Focal constriction of arterioles 
4. Focal arteriolar sclerosis, occasionally 
5. Cotton-wool patches and hemorrhages, oc- 
casionally 
Acute Angiospastic Hypertension 
1. No arteriolar sclerosis 
2. Generalized narrowing of arterioles 
3. Focal constrictions in arterioles 
4. Edema of retina, cotton-wool patches, hemor- 
rhages 
5. Edema of disc, often 
E. Terminal, Malignant Hypertension 
1. Generalized arteriolar sclerosis, always 
2. Papilledema, always 
3. Generalized attenuation of arterioles 
4. Focal constrictions in arterioles 
5. Edema, hemorrhages, cotton-wool patches, 
edema residues, macular stars 


I have found a combination ot these two classilica- 
tions, the Wagener-Clay-Gipner and the Keith- 
Wagener, to be the most useful for evaluating changes 
in the fundus in relation to hypertension. After 
describing and grading the ophthalmoscopic changes, 
the impression is given as chronic nonprogressive hyper- 
tension, group I, or chronic progressive hypertension, 
group III, or any applicable combination as the par- 
ticular case warrants. A supplementary notation may 
then be added indicating corollary impressions, such 
as evidence of previous papilledema or angiospastic 
episodes. 

While the foregoing is valuable in classifying hyper- 
tensive patients, the most important data in following 
the course and response to treatment are the de- 
scriptions and grading of the individual ophthalmo- 
scopic changes as treatment is given. 

Hemorrhages, exudates and edema indicate active 
hypertension with breakdown of vessels. The disap- 
pearance of these abnormalities indicates a favorable 
response. 

Early attenuation or focal constriction likewise may 
be lessened by treatment, but sclerosis is permanent 
and does not respond to therapy (Figure 4). 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


HERE'S A HELPFUL HINT.. 
Water Intoxication 


WATER INTOXICATION generally is caused by intestinal ab- 
sorption of large amounts of water given as enemas. This 
may lead to hy yervolemia and dilution of blood electrolytes 
with its inherent dangers. Most commonly, it occurs when 
repeated water enemas are given preparatory to radiologic 
studies of the large bowel. 

The symptoms are primarily marked listlessness, clam- 
miness of the skin, vomiting, convulsions, syncope and 
eventual death. 

For example, a healthy, 5-year-old boy was admitted to 
the hospital for radiologic studies because of life-long, 
severe constipation. After the youngster had received a 
total of approximately 1,200 cc. of plain water as cleansing 
enemas, he suddenly became weak and drowsy, vomited 
several times, and developed convulsions. Respirations 
became slow and shallow, and he soon appeared moribund. 

Events were too dramatic and death seemed so imminent 
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that no thought was given to laboratory studies. Water 
intoxication seemed the logical explanation, and recovery 
after administration of suitable electrolytes proved this 
assumption to be correct. 

Convulsions occurring with water intoxication apparent- 
ly are due to cerebral edema. This has been confirmed by 
necropsy studies. According to Richards and Hiatt, pro- 
stigmine seems to aggravate matters, especially in cases of 
megacolon. The youngster here reported also had received 
an injection of prostigmine. By increasing peristalsis, the 
drug conceivably may increase the absorption of water from 
the intestinal tract. 

The lesson to be learned is that solutions used for 
enemas—if more than a single enema is given—should 
never consist of plain tap water, but of physiologic saline. 
Orders like “enemas till clear,” as frequently written in 
some hospitals, should invariably be accompanied by the 
request: “Use isotonic saline solutions only.” 

The treatment of water intoxication consists of the 
rapid intravenous administration of a hypertonic (2 per 
cent) solution of sodium chloride. Measures to combat 
shock should also be instituted. 

—Watter M. Biock, m.p., Cedar Rapids, lowa 
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In spite of general progress in obstetrics the salvage 

of premature infants has shown relatively less improvement than that 

of full-term babies. However, due to certain changes 

in obstetric thinking and techniques of management, many fetuses 

are carried to maturity who formerly would have been born prematurely. 
This modification in attitude of management 

is particularly pertinent in certain cases of toxemia, 

chronic hypertension, placenta previa, cardiac disease, diabetes, 


premature rupture of membranes, acute infectious diseases 


\ of pregnancy, syphilis and other medical or surgical conditions. 
More important, however, is the impact upon the incidence 
of prematurity manifested by the mother’s socioeconomic status, 


including her nutrition during pregnancy. 


Factors in the Prevention of Premature Labor 


ROBERT E. L. 


NESBITT, JR., M.D. 


Department of Obstetrics and Gynecology, Albany Medical School of Union University 


Albany, New York 


General Considerations 


FACTORS RELATING to premature birth have been given 
increasing attention in recent years. About half of all 
perinatal deaths are due to this cause. Prematurity is 
the most important factor associated with neonatal 
deaths. The reduction in perinatal deaths from pre- 
maturity involves primarily obstetric considerations, 
for with few exceptions, the longer the fetus can remain 
in the uterus, the better are its chances of extrauterine 
survival. The causes and factors related to prematurity 
must be clarified with a view to prolonging pregnancy 
until the chances for the infant’s survival are increased 
without endangering the mother’s welfare. 

The incidence of premature births to women hospi- 
talized for delivery varies widely in different countries, 
and in <lifferent localities within the country. A com- 
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posite rate of 6.1 per cent of 18,895 births in 193 hos- 
pitals in five regions in the United States was reported 
by Bain and her coworkers in 1949. Great variation in 
the reported incidence of premature birth can be seen, 
however, in data published from American hospitals 
(Table 1). St. Francis Hospital, Wichita, Kansas, has 
an incidence of premature birth of 6.80 per cent, while 
the Denver General Hospital reports 16.00 per cent. 
In the period 1937 to 1949 inclusive, 26,776 infants, 
weighing 1,000 grams and over, were delivered on the 
obstetric service of the Johns Hopkins Hospital. Of the 
total infants delivered, 3,008, or 11.2 per cent, were in 
the premature weight group (1,000-2,499 grams). 
Among these infants, 566 deaths were noted—a mor- 
tality of 18.8 per cent. Although the premature group 
comprised only 11.2 per cent of the total number, it 
accounted for 54 per cent of the perinatal mortality. 
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The influence of race, sex and plurality of birth on 
birth weight has been reported by Dunham, Duffield 
and coworkers, and others. Dunham showed that, in a 
series of 3,000 live births, the percentage of infants 
with a birth weight less than 2,500 grams was 6 per 
cent among white male and white female infants, 8 per 
cent among Negro male infants and 14 per cent among 
Negro female infants. Anderson, Brown and Lyon, 
however, suggest that the gestation period for the Negro 
infant may actually be shorter than for the white infant 
and that race and sex should be considered in the 
definition of prematurity. When they lowered the upper 
limit of birth weight for prematurity among Negro in- 
fants from 2,500 to 2,350 grams, the difference in the 
incidence of prematurity between white and Negro 
mothers disappeared, both for well mothers and for 
those who had some complication of pregnancy. 


Woodbury found a larger proportion of premati:'es 
among firstbirths than among births of any later or:ier. 
The highest percentage of premature infants was found 
among mothers 15 to 19 years old and among priniip- 
aras. Norregaard also found among the mothers of pre- 
mature infants, more women under 20 years of age than 
in a control series, but he questions the importance of 
this difference on the grounds that proportionately 
more of the youngest women were unmarried and living 
under unfavorable economic conditions. Greater per- 
centages of women over 30 and 40 years of age had pre- 
mature infants than the control series, which seemed 
to indicate that age can have a significance. 

There is a close relationship between race, social and 
economic status and the birth weight of the infant. 
Eastman, in a study of 2,457 single premature births in 
which the onset of labor was spontaneous, demonstrated 


INCIDENCE OF PREMATURE BIRTHS IN NINE HOSPITALS 


(From Dunham, E. C.: Premature Inrants, 2nd ed., Paul B. Hoeber, Inc., New York, 1955.) 


Total Total 
Years Live Premature Premature 

Hospital Included Births Births (Per cent) 

1. Charity, of Louisiana 1951 11,2284 1,174 10.46 
New Orleans 

2. Los Angeles County, 1949 and 1950 15,728 1,723 10.96 
California 

3. Vanderbilt University 1948-52 7,973b 567 7.10 
Nashville, Tenn. 

4. Johns Hopkins 1926-49 38,111e¢ 4,459 11.70 
Baltimore, Maryland 

5. Long Island College 1940-45 9,084 637 7.00 
Brooklyn, N. Y. 

6. St. Francis 1949 and 1950 4,596d 312 6.80 
Wichita, Kansas 

7. Freedmen’s 1939-47 -11,818¢ 1,126 9.50 
Washington, D. C. 

8. Colorado General 1946-52 5,142 650 12.64 
Denver, Colorado 

9. Denver General 
Denver, Colorado 1948-52 3,586 597 16.00 


a—About 85 per cent “nonwhite” 
b—All white 
c—Half of the patients are ‘‘nonwhite’’ 


Table 1. 
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d—2.9 per cent “nonwhite” 
e—All *‘nonwhite’’ 
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the incidence of prematurity to be greater among white 
ward patients than among private patients, and among 
Negro ward patients than among white ward patients. 
He believes that the differences in incidence brought 
out by his study have an economic rather than a racial 
basis, maternal dietary deficiencies very probably being 
the explanation. More recently Bundesen, Baird, Nor- 
regaard, and others have confirmed these general find- 
ings. Recent studies made of the relation of prematurity 
to family incomes also point out the importance of the 
socioeconomic factors. Raiha reporting from Helsinki, 
Finland, however, states that the incidence of prema- 
turity dropped during World War II despite a worsen- 
ing of living conditions and the mobilization of female 
labor as a result of the war. He attributes the decrease 
in prematurity in part to the greatly lowered incidence 
of toxemia of pregnancy. On the contrary, an increase 
in premature births under wartime starvation condi- 
tions in Holland has been reported by Smith. 

Many studies have indicated that the incidence of 
premature birth is higher among mothers who have 
poor diets than among those who have good diets. 
Excellent studies by a number of authors have shown 
that premature labor can be traced in a large measure 
to defective maternal diet. Furthermore, there is a 
positive correlation between the quality and quantity 
of prenatal care and the incidence of prematurity. 

The prevention of prematurity therefore involves 
improved prenatal supervision, dietary and general 
hygienic education of the expectant mother, the allevi- 
ation of the harmful effects of adverse socioeconomic 
factors, and the expansion and improvement of hospital 
and clinic facilities for the pregnant women. The de- 
partments of public health, with their maternal and 
child health programs, can and do play a key role in 
improving antepartum and preconception care through 
an expansion of the maternal health phase of their 
endeavors. In these efforts, medical, nursing and wel- 
fare organizations must cooperate with public health 
programs. A number of state health departments have 
pioneered in this field with gratifying results. 

According to Reynolds, fetal maturity at birth de- 
pends upon the proportion of pregnancy which the 
fetus spends under the optimal conditions for fetal 
growth in the elongating uterus. The uterus accom- 
modates the products of conception by means of a 
series of adaptive alterations in which growth of the 
uterus and a change in its size and shape are concerned. 
There are three distinct and separate states of uterine 
accommodation of the products of conception. These 
are: (1) the phase of preparation, consisting of proges- 
tational proliferation of uterine tissues; (2) the period 
of uterine enlargement, consisting of hypertrophy of 
uterine tissues, particularly of the myometrium; and 
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(3) the period of uterine stretching, which is charac- 
terized by a marked decrease in the rate of uterine 
growth when rapid enlargement of the products of 
conception is taking place. The phase of uterine stretch- 
ing begins along the longitudinal axis of the uterus 
after conversion of the conceptus to the cylindrical 
shape. Intimately associated with the mechanism of 
uterine accommodation is the fact that the flow of 
blood through the uterus is governed by normal hydro- 
static relationships within the walls of the uterus. 
Reynolds believes that uterine ischemia of unusual 
degree or duration about the time of conversion may 
give rise to local conditions that jeopardize the con- 
tinuance of pregnancy or the viability of the fetus. 


Specific Causes of Prematurity 


Despite general progress in obstetrics, the salvage of 
premature infants has shown less improvement than 
that of full-term babies. In order to reduce the incidence 
of premature births, the causes of prematurity must be 
clarified, with a view to prolonging pregnancy. This 
can be achieved in part by emphasizing the prolongation 
of gestation in certain patients where the maternal 
complication might otherwise lead to early interrup- 
tion of pregnancy. Taylor has emphasized the educa- 
tion of physicians in this regard as an important aspect 
of the problem. 

A certain pessimism, however, is apparent in review- 
ing clinical studies on the causes of prematurity, and 
its prevention through better obstetric management. 
The cases in which no cause for premature birth can 
be determined are reported as 31 to 65 per cent. 
Taking into account multiple births (11.9 per cent of 
cases) and pregnancies that are terminated early be- 
cause of maternal disease (14.3 per cent of cases), it 
can be seen that spontaneous termination of pregnancy 
occurs in approximately three-quarters of all prema- 
ture births. 

Eastman has deduced that medical and obstetric 
complications are causative factors in only 10.3 per 
cent of spontaneous labors. He lists placenta previa, 
abruptio placenta, pre-eclampsia, eclampsia, chronic 
hypertension, syphilis and heart disease as the condi- 
tions most likely to effect spontaneous premature onset 
of labor. By adding to the above, 1.6 per cent as the 
incidence of congenital abnormalities in premature in- 
fants, 11.9 per cent multiple births, and 14.3 per cent 
as the incidence of cases terminated early due to ma- 
ternal disease, he adduced that only 38.1 per cent of 
premature deliveries can be given a definite cause 
(Table 2). 

There appears to be rather general agreement in 
regard to the relative frequency of certain major con- 
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SUMMARY OF KNOWN CAUSATIVE FACTORS 
PREMATURE BIRTH 


(From Eastman, N. J.: Am. Pracr., 1: 343, 1947.) 


Total Premature Infants: 3,321 


Cause of Premature Birth Infants Per Cent 
Maternal disease, spontaneous onset 343 10.3 
Maternal disease, operative onset 478 14.3 
Congenital anomaly 52 1.6 
Multiple pregnancy ; 396 11.9 


Total 1,269 38.1 


Table 2. 


ditions reported to be associated with premature 
birth, although there is considerable variation in their 
reported incidence. The incidence of specific medical 
and obstetric conditions associated with premature 
birth is tabulated in Table 3 by Anderson, Brown and 
Lyon. 

The toxemias of pregnancy and placenta previa are 
the most important indications for the termination of 
pregnancy. In recent years the expansion of hypoten- 
sive drug therapy and other refinements in the man- 
agement of toxemic patients allow certain patients to 
proceed further in pregnancy than formerly. The ex- 
pectant treatment of placenta previa makes it possible 
with the ready availability of blood banks to carry 
some patients to maturity without great risk to the 
mother. 

It has been our practice in recent years to allow 
certain patients with chronic hypertension to proceed 
further in pregnancy than formerly, without increas- 
ing the jeopardy to the mother. 

The latent interval between premature spontaneous 
rupture of the membranes and delivery varies con- 
siderably and bears a direct relationship to the period 
of gestation; the earlier in the gestation rupture oc- 
curs, the longer the interval. If possible, the patient 
should be kept in the hospital until the drainage of 
fluid ceases or labor ensues spontaneously, but it is not 
necessary to induce labor. Antibiotic therapy should 
be instituted at the onset of labor, since organisms in 
the lower genital tract tend to spread upwards at the 
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onset of uterine activity. No orificial examinations 
should be made until the onset of labor. This regimen 
allows a prolongation of fetal life in many cases without 
undue hazard from infection. Infection was the specific 
cause of death in only 8.8 per cent of 435 autopsied 
premature perinatal deaths studied by Anderson and 
Nesbitt (Table 4). 

Syphilis is the one cause of premature birth for 
which prevention can be definitely assured in a very 
large proportion of cases if the pregnant woman is 
adequately treated. Syphilis accounted for only 2.6 
per cent of the premature perinatal deaths at the 
Johns Hopkins Hospital over a 13-year period (1937 
to 1949 inclusive). 

Careful prenatal supervision of certain medical dis- 
eases complicating pregnancy, such as cardiac disease 
and diabetes, including several admissions to the 
hospital during pregnancy for evaluation and control, 
will prevent the onset of premature labor in many 
cases. 

Furthermore, under proper medical management 
of cardiac disease, the improvement that takes place 
after the eighth month when the blood volume 
begins to fall, is often so great that spontaneous de- 
livery at term is nearly always preferable to the ter- 
mination of pregnancy at a premature date. 

A number of hormones have been used for the pre- 
vention of abortion and premature birth. Among these 
are the thyroid hormone, progesterone and various 
natural and synthetic estrogens. The female sex hor- 
mones have received the widest trial. Smith and 
Smith have found progesterone in combination with 
estrogens to be of value in the complications of late 
pregnancy, and White has used them with great bene- 
fit in pregnancy complicated by diabetes. Many authors 
believe that the value of hormone therapy in the pre- 
vention of abortion has not been established, and that 
its use in the prevention of either abortion or prema- 
ture birth rests on an insecure basis of conflicting 
reports without a clear demonstration of its value. It 
should be emphasized, however, that a principal ob- 
jective in the prevention of perinatal loss is the restora- 
tion of all demonstrable endocrinologic and other 
defects to normal prior to and during pregnancy. Al- 
though selective therapy will alter the outcome in only 
a minority of all cases of abortion, there is reason to 
believe that this rational approach to habitual aborters 
will enhance the probability of fetal salvage. Several 
authors have emphasized the importance of certain 
vitamins, especially vitamins C and K, but the signifi- 
cance of these deficiencies as specific causes of prema- 
ture labor or abortion is unsettled at present. Also, 
the effect of progesterone on diminishing uterine mo- 
tility has been used to advantage in some cases 0 
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forestalling premature labor; large doses of progeste- 
rone administered intramuscularly are used for this 
purpose. 

The pregnant woman should as far as possible avoid 
exposure to acute infectious diseases. Any type of 
infection in the mother may increase the likelihood of 
premature labor. If exposed to measles, particularly in 
the first trimester, the mother should be given passive 
immunization with gamma globulin with a view to 
preventing the disease or at least modifying it. The 
early diagnosis and prompt treatment of specific medi- 
cal infectious illness will prevent in certain cases the 
premature onset of labor. A great variety of antibiotic 
and chemotherapeutic agents are available to combat 
the serious effects of these illnesses. 

The incidence of prematurity is increased in the 
offspring of tuberculous mothers, and is related to the 
severity of the disease in the mother. Early and ade- 
quate prenatal examination of the pregnant woman for 
evidence of tuberculosis is essential, not only for the 
welfare of the mother but for the welfare of her infant. 
The newer medical and surgical techniques available 
to the physician make it possible to arrest more lesions 
and salvage more pregnancies than ever before. The 
interruption of pregnancy in such cases is rarely 
indicated. 

This trend away from obstetric intervention is noted 
also for other medical and surgical conditions com- 
plicating pregnancy. The operation of partial thy- 
roidectomy in cases of adenomatous goiter with hyper- 
thyroidism and the use of iodine or propylthiouracil 
enable the pregnant woman to carry through preg- 
nancy with reasonable expectancy of health and of 
normal, living offspring. 

It is possible to carry out other surgical procedures, 
preferably about the 18th to 20th week of gestation, 
without unduly jeopardizing the pregnancy. Surgery 
for the removal of ovarian cysts or tumors, and the 
occasional myomectomy that is indicated during 
pregnancy, should be carried out at this stage of 
pregnancy to minimize abortion or premature labor. 
Certain cases of habitual abortion or recurrent pre- 
mature labor in association with uterine anomalies can 
be offered an improved prognosis by plastic surgery, 
particularly repair of uterus bicornis. 


Specific Causes of Premature Mortality 


In a clinical and patholgic analysis of 435 autopsied 
perinatal premature deaths by Anderson and Nesbitt 
(Table 4), no specific pathologic cause of death was 
demonstrable in 27.6 per cent. Of the known causes, 
anoxia played the dominant role in the causation of 
premature fetal death in utero, and maternal, pla- 
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cental and labor complications were the most signifi- 
cant subgroups in this category. Despite meticulous 
scrutiny of each case of fetal death in utero before the 
onset of labor, it was possible to find specific pathologic 
causes of death in only 37.8 per cent. However, in the 
group of fetal deaths occurring during labor, specific 
pathologic factors responsible for death were found in 
85.6 per cent of the cases. The second largest group of 
deaths was associated with congenital malformations, 
the most important of which were brain defects. The 
largest single entity associated with neonatal death in 
premature infants is abnormal pulmonary ventilation, 
characterized by hyaline-like membranes and resorp- 
tion atelectasis. 

The emphasis on prevention of premature labor must 
be augmented by special care of such cases if labor 
cannot be prevented. Anoxia of the newborn infant in 
the first hours or days of life may be the result of im- 


INCIDENCE OF CONDITIONS ASSOCIATED 
WITH PREMATURE BIRTH 


(From Anderson, N. A., Brown, E. W. and Lyon, R. A.: Am. J. Dis. 


Cump, 61: 72, 1941.) 


Conditions Associated with Premature Birth Lowest Highest 
No associated condition 30.7 64.7 
Multiple births ‘ 6.3 22.9 
Toxemia 5.2 29.9 
Bl 
Placenta previa 1.5 4.4 
Premature separation of placenta 1.3 5.1 
Unstated 1.2 18.2 
Premature rupture of membranes 0.4 20.9 
Syphilis 1.4 19.0 
Serious illness of mother 
Heart disease 0.5 2.6 
Tuberculosis 0.2 3.9 
Other acute and chronic conditions 1.4 16.3 
Abnormalities of genital tract 
Pelvic deformities 0.9 7.8 
Myoma 0.1 1.6 
Hydramnios 0.1 2.9 
Trauma to mother 0.4 5.2 
Other conditions 1.1 5.2 


Table 3. 
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CAUSES OF PREMATURE PERINATAL DEATHS 
(1,000-2,499 GRAMS) 


(From Anderson, G. W. and Nesbitt, R. E. L., Jr.: 
Butt. Jouns Hopkins Hosp., 97: 133, 1955.) 


Per Cent 


Cause of Death Number 

Anoxia 128 29.4 

Cause unknown 120 27.6 

Birth injury 46 10.5 

Malformation 37 8.4 

Abnormal pulmonary ventilation 57 13.0 

Infection 38 8.8 
:  Erythroblastosis 2 0.6 
: Other conditions or causes : 7 1.6 
: Total 435 100.0 

Table 4. 


proper management of labor; and this oxygen deficit 
is especially costly in terms of neonatal outlook. Pre- 
mature labor and delivery should be conducted under 
local anesthesia, continuous caudal anesthesia or spinal 
anesthesia. Systemic analgesic and anesthetic agents 
should not be permitted. Oxygen should be adminis- 
tered to the mother for three to five minutes prior to 
delivery of the infant. 

The infant should be delivered spontaneously if 
possible, or by gentle extraction with forceps if neces- 
sary, and assisted by a generous episiotomy. The cord 
should not be clamped until pulsations cease, since 
premature infants have a tendency to become anemic. 
The significant immediate desiderata are: a clear air- 
way, oxygen, warmth and as little handling as possible, 
following which expert premature newborn care is 
imperative. 


Summary 


Premature perinatal mortality can best be reduced 
through the prevention of prematurity. There is a 


relationship between the incidence of certain comipli- 
cations of pregnancy and the incidence of premaiure 
birth. These complications lead to therapeutic termina- 
tion of pregnancy in roughly 15 per cent of the cases, 
Spontaneous termination of pregnancy occurs in ap- 
proximately three-fourths of all premature births. In 
only about 40 per cent of premature deliveries can a 
possible clinical cause be assigned. Nearly one-third 
of all perinatal premature deaths are unexplainable 
after meticulous clinical and pathologic appraisal. 

In spite of general progress in obstetrics the salvage 
of premature infants has shown relatively less im- 
provement than that of full-term babies. However, due 
to certain changes in obstetric thinking and techniques 
of management, many fetuses are carried to maturity 
who formerly would have been born prematurely. This 
modification in attitude of management is particularly 
pertinent in certain cases of toxemia, chronic hyper- 
tension, placenta previa, cardiac disease, diabetes, 
premature rupture of membranes, acute infectious 
diseases of pregnancy, syphilis and other medical or 
surgical conditions. 

More important however, is the impact upon the 
incidence of prematurity manifested by the mother’s 
socioeconomic status, including her nutrition during 
pregnancy. Overcrowding, poor housing, poverty, 
poor education and lack of medical care all play im- 
portant roles in predisposing to premature birth. The 
conclusion is inescapable that premature birth is in- 
timately related with dietary insufficiency. Advice as 
to diet is an important requisite of prenatal care. 

Prenatal care throughout pregnancy is essential, 
especially important for mothers who have had previ- 
ous premature deliveries. Adequate prenatal care must 
be extended as far as possible to include indigent pa- 
tients, for it is among these mothers that premature 
birth takes its greatest toll. In these efforts, medical, 
nursing and welfare organizations must cooperate 
with public health and welfare programs to bring good 
obstetric care to all walks of life. 

Specific and supportive therapy in acute and chronic 
illness, attention to diet, hygiene and habits of the 
patient, and the correction of endocrinologic and ana- 
tomic defects, constitute an important concept of 
“preventive” obstetrics, whereby the faulty maternal 
environment is corrected prior to and following con- 
ception in anticipation of greater fetal salvage. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Superior Sulcus Tumor (Pancoast Tumor) 


SOL KATZ, M.D. 
Associate Editor, GP 


In 1932, Pancoast described an interesting syndrome, 
which he erroneously attributed to a specific type of 
neoplasm of embryonal origin situated at the thoracic 
inlet (superior sulcus). Subsequent studies have dem- 
onstrated that the symptoms depend upon the ana- 
tomical location of the lesion in the apex of the thorax, 
rather than upon a specific cell type. As a matter of 
fact, the most common cause of the syndrome is bron- 
chial carcinoma arising from a peripheral branch bron- 
chus. However, other extrapulmonary tumors in this 
location, originating from the mediastinum, chest wall, 
pleura or by metastasis to these structures, may cause 
the Pancoast syndrome. 

The clinical features of the syndrome are due to in- 
vasion of the pleura, sympathetic ganglia, brachial 
plexus as well as destruction of vertebrae and ribs in 
contiguity with the apical neoplasm. The chief com- 
plaint is pain in the upper part of the chest, shoulder 
and arm, which frequently radiates down the arm to the 
hand and fingers. Accompanying the pain, there are 
paresthesias, weakness of the upper extremity and 
atrophy of the hand muscles. Horner’s syndrome 
(ptosis, contracted pupil and enophthalmos) is also 
present. 

The initial chest film may be within normal limits or 
may show only “‘thickening of the apical pleura.”” How- 
ever, the presence of the superior sulcus syndrome 
should direct attention to the thoracic inlet and a care- 
ful comparison of both apical regions. This will often 
disclose a significant difference in the extent of the 
caps over the apices of the lungs or destruction of 
adjacent upper ribs, transverse processes or bodies of 
the lower cervical or upper thoracic vertebrae. 

Diffuse homogeneous opacification of the pulmonary 
apex, with or without a sharp inferior margin, is a fre- 
quent finding. Through the apical shadow the erosion 
of the contiguous ribs or vertebrae may be obvious. 
Frequently, however, the osteolytic lesions are obscured 
on routine films by the density of the tumor. Over- 
exposed films or tomograms will usually delineate the 
bony lesions nicely. 

The prognosis is poor because detection of superior 
sulcus bronchial cancer is usually late since the initial 
complaint of pain is due to extension of the malignant 
Process to extrapulmonary sites. 
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Figure 1. Homogeneous opacity occupying thoracic inlet on left side. ss 
The posterior portion of the second left rib and the transverse process 

of the second thoracic vertebra are destroyed. Diagnosis: Bronchial 

carcinoma (“ Pancoast”’ tumor). 


Figure 2. Ocular findings of Horner’s syndrome on left in patient 
whose chest film is shown in Figure 1. 
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Tingling sensations in the hands or feet may 

or may not be accompanied by numbness or pain or both, 
depending upon the cause for the acroparesthesias. 

The tingling occasionally has a cerebral origin. 


More often it is induced by changes in nerves or nerve roots. 


It is not surprising therefore that vertebral lesions or other causes 


for nerve compression are common reasons for acroparesthesias. 
The patient’s story of the disordered sensation is an important 
guide to discovery of its etiology. 


Differential Diagnosis of Acroparesthesias 


SIR RUSSELL BRAIN, M.D. 


Physician to the London Hospital 
and to The Maida Vale Hospital for Nervous Diseases 


London, England 


THE TERM, acroparesthesias, is applied to certain kinds 
of abnormal sensations which are experienced in the 
distal parts of one or more of the limbs. The essence of 
acroparesthesias is that they should be positive feelings 
described by the patient as tingling or “pins and 
needles.” Pain is not an essential ingredient of acro- 
paresthesias, but these abnormal sensations may also 
be painful. The same is true of numbness, but the parts 
of the limb which are the site of acroparesthesias may, 
at the same time, be numb. Sometimes they feel as if 
they were swollen. 

In taking the history of a patient who complains of 
acroparesthesias it is necessary to get as full an account 
as possible of the quality of the abnormal feelings and 
also of their distribution. Are they limited to one upper 
limb or do they involve both, one lower limb, or again 
both? If they affect both upper and lower limbs, did 
they develop in all their sites simultaneously, or, if not, 
in what order were the limbs involved? Do they involve 
the whole of the distal segment of the limb, or only 
part of it? Are all the digits of the hand, for example, 
affected, or only some, and, if so, which? How far up 
the limb do such feelings extend? Are the abnormal 
sensations continuous, or intermittent? Is their onset 
related to any particular posture ; for example, do they 
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occur only when the patient is lying down in bed, and, 
if so, at what part of the night do they come on? Are 
they related to the posture adopted in bed ; for example, 
are they brought on by lying on the back, or on one or 
other side? Are they accompanied by any motor 
disability which cannot be attributed to the disturbance 
of sensation itself? The answers to these are important 
in diagnosing the cause of acroparesthesias. 


The Pathogenesis of Acroparesthesias 


It might be expected that such a distinctive sensory 
abnormality as acroparesthesias would have an equally 
distinctive pathologic basis, and, if this proved to be 
so, it would obviously be of great diagnostic value. The 
commonest cause of acroparesthesias, and one which 
is within the experience of all healthy people, is pres- 
sure upon a peripheral nerve which contains cutaneous 
sensory fibers, for example, the ulnar or sciatic nerve. 
Everyone knows that if he sits or lies in such a position 
that one of these nerves is compressed, he suddenly 
becomes aware that the part of the body which it sup- 
plied feels numb, and a tingling sensation, perhaps with 
the addition of a mild feeling of pain, is usually exper!- 
enced when the pressure has been removed. This sug- 
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gests that in such cases the cause of the acroparesthesias 
is a temporary interference with conduction in the 
sensory fibers, which may be due to the pressure as 
such or to interference with the blood supply of the 
nerve, or to both. 

All the commonest causes of acroparesthesias appear 
to have certain features in common with the simple 
phenomenon just described, for they involve one or 
more posterior roots or peripheral nerves in such a 
way as to lead to their direct compression or an inter- 
ference with their blood supply, or both (Figure 1). 
Such causes may operate transitorily in a manner 
similar to the direct pressure on the ulnar or sciatic 
nerve just mentioned, or, over long periods, in which 
case secondary pathologic changes are likely to occur 
in the nerve root or nerve. The first reaction of a nerve 
to prolonged pressure is the development of edema, 
and this usually extends for one to three centimeters 
above and below the site of pressure. If the pressure is 
not relieved, the edema slowly gives place to fibrosis, 
so that the end result is a pressure neuroma, generally 
spindle-shaped. 

Alterations in function in the fibers of which the 
nerve is composed correspond to these pathologic 
changes. A brief compression causes the characteristic 
sensory symptoms which disappear within a few min- 
utes of the removal of the source of pressure. During 


PRESSURE PRESSURE 


Figure 1. The commonest forms of acroparesthesias result from 
involvement of peripheral nerves or posterior nerve roots in such a 
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the compression, anesthesia and analgesia will be found 
within the cutaneous distribution of the nerve affected, 
accompanied by a motor weakness, but all of these 
abnormalities will disappear within a few minutes of 
the removal of the pressure. 

When, however, the pathologic state of the nerve is 
one of edema, the sensory symptoms are persistent, 
and on examination the area of skin supplied by the 
nerve shows a persistent impairment of appreciation of 
light touch and tactile discrimination, pain, heat and 
cold, and, though the threshold of painful stimuli may 
be raised, they often have a peculiarly unpleasant and 
radiating character. This is the phase of “protopathic 
sensibility” described by Head. Deep sensibility is usu- 
ally much less affected. Ulcers may appear on the skin 
after burns or other injuries, and in time trophic 
changes, particularly periarticular adhesions, are apt 
to occur, and limit passive as well as active movements 
of the joints. Muscular wasting and weakness are found 
in the muscles innervated by the affected nerve, but as 
we shall see, individual nerves differ in the extent to 
which their motor and sensory functions suffer as a 
result of compressive lesions. Finally, if the edema goes 
on to fibrosis, the depth of the sensory loss increases, 
and the protopathic stage gives place to complete anal- 
gesia, but persistent pain may still be referred to the 
area of skin supplied by the nerve. 


way as to lead to their direct compression or an interference with 
their blood supply, or both. 
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Figure 2. Acroparesthesias of cerebral origin spread in accordance 
with the representation of the parts of the body in the cerebral cortex 
—for example, from the thumb to the angle of the mouth. 


Thus, acroparesthesias may be a symptom of a wide 
range of disturbances chiefly affecting nerve roots and 
peripheral nerves, and extending from brief and tran- 
sitory interruptions of function, which are not associ- 
ated with any lasting abnormal physical signs, to severe 
and permanent disorders of both sensibility and mus- 
cular power. 

We shall now consider the distinctive features of 
acroparesthesias, as they are determined by the situa- 
tion of the disorder of function that is responsible for 
them. 


Acroparesthesias of Cerebral Origin 


By acroparesthesias of cerebral origin, I mean those 
which originate above the level of the spinal cord. 
They are not likely to give rise to much difficulty in 
diagnosis as a rule, and I mention them chiefly for 
the sake of completeness. 

Acroparesthesias sometimes originate in one cerebral 
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hemisphere. The two main causes of these are sensory 
epilepsy and migraine. In each they are the result of a 
disturbance of function of the sensory area of the cere- 
bral cortex and show the corresponding anatomic 
characteristics, namely, the feeling of numbness and 
tingling which originates in the distal part of the limb, 
usually the upper limb, sometimes even in one digit. 
It tends to affect the distal rather than the proximal 
part of the limb and if it spreads, to spread in accord- 
ance with the representation of parts of the body in 
the cerebral cortex, that is to say, from the thumb to 
the angle of the mouth, for example (Figure 2). 

Sensory epilepsy and migraine differ, however, in 
their tempo, for the spread of tingling or numbness in 
epilepsy is rapid, and in the course of half a minute or 
so the patient has often developed motor convulsions 
or lost consciousness, and the sensory disturbances are 
very rarely bilateral. 

In migraine the numb and tingling feeling spreads 
much more slowly and usually lasts from a quarter to 
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Figure 3. Acroparesthesias of cervical spinal origin. Flexion of the 
neck may produce a tingling feeling (like an electric shock) that 
spreads into the limbs and trunk. 


halfan hour. This feeling often follows the characteris- 
tic visual symptoms of migraine, and is accompanied 
by headache, but not by loss of consciousness, and the 
symptoms are more often bilateral than in sensory 
epilepsy. 


Acroparesthesias of Spinal Origin 


Acroparesthesias may occur as a result of disease of 
the spinal cord. One striking symptom of this kind is 
the occurrence of a tingling feeling, often described by 
the patient as being like an electric shock, and spread- 
ing into limbs and trunk, or sometimes the upper limbs 
only, on flexion of the neck (Figure 3). This symptom 
's encountered as a result of a variety of lesions involv- 
ing the spinal cord at the cervical level, particularly 
cervical spondylosis, extramedullary tumour and mul- 
tiple sclerosis. 

Multiple sclerosis may produce acroparesthesias of 
a different kind. A common early symptom of this dis- 
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ease is an attack of numbness and tingling of some part 
of the body, often of one hand. These sensory symptoms 
usually come on insidiously and last from one to several 
weeks. 

These symptoms lack the painful element commonly 
present in acroparesthesias of peripheral origin, and 
do not often give rise to difficulty of diagnosis, but I 
have known acroparesthesias due to cervical spon- 
dylosis mistaken for a symptom of multiple sclerosis. 

The acroparesthesias characteristic of subacute com- 
bined degeneration may be considered here, though it 
is difficult to know how far they are purely spinal in 
origin, and how far due to involvement of the periph- 
eral nerves. 

Tingling and numbness in subacute combined de- 
generation almost always begin symmetrically in the 
toes, spreading after a few weeks or months to the 
fingers, and slowly extending from the distal to the 
proximal parts of the limbs. By the time the patient 
comes to the doctor, the signs of involvement of the 
spinal cord are usually present. 


Cervical Spondylosis 


The production of acroparesthesias by cervical spon- 
dylosis is complex, for several reasons. In most cases 
the lesion is a compression of the spinal roots in the 
intervertebral foramina (Figure 5). In some cases 
the spinal cord is involved also, but the root lesion is 
the main factor in the production of sensory symptoms. 
Here again, however, the pathogenesis is complex, for 
an acute lesion causes edema of the affected root or 
roots, while chronic lesions lead to fibrosis of the root- 
sleeves, which then become tethered in the foramina 
(Figure 5). This tethering renders them not only fi- 
brotic and ischemic, but also unduly susceptible to the 
effects of change in the size of the foramina produced 
by alterations in the posture of the neck, and to the 
traction which occurs when a heavy object is held in 
the hand. 

These pathologic facts explain some of the character- 
istic features of the symptomatology of cervical spon- 
dylosis. Broadly, two main types of acroparesthesias 
occur. Involvement of a single spinal posterior root is 
likely to cause pain, tingling and numbness within its 
cutaneous distribution, e.g., down the outer aspect of 
the upper limb to the thumb and index finger when 
the sixth cervical root is the sufferer. The pain is worse 
if the patient lies on the affected side in bed, and the 
numbness is usually constantly present. The other 
type of acroparesthesias consists of more widespread 
sensations of painful tingling, numbness, stiffness and 
swelling, often involving the whole hand. These tend 
to awaken the patient at night after a few hours’ sleep, 
or to be present when he awakens in the morning, and 
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Figure 4. In subacute combined degeneration, tingling and numb- 
ness begin symmetrically in the toes, spreading after a few weeks or 
months to the fingers, and slowly extending from the distal to the 
proximal parts of the limbs. 


Figure 5. Cervical spondylosis causes acroparesthesias mainly by 
compression of the spinal roots in the intervertebral foramina. 
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Figure 6. Costoclavicular syndromes. From left to right: nerve 
compression by cervical rib, nerve compression by fibrous band, 
abnormal relationship of brachial plexus to scalenus medius mus- 
cle. compression of subclavian artery by scalenus anticus muscle. 
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to pass off in an hour or so. The former, more localized 
type of sensory disturbance is usually unilateral; the 
latter is often bilateral. Confirmation is provided by 
the characteristic x-ray appearances of cervical spon- 
dylosis. 


Costoclavicular Syndromes 


The term costoclavicular syndrome is a convenient 
one to apply to a variety of clinical pictures which are 
the result of disorders occurring in the region of the 
clavicle and the first rib. This part of the body is fer- 
tile in congenital abnormalities, of which the best 
known is the cervical rib. 

Other abnormalities which, unlike cervical rib, are 
invisible on the x-ray film, include fibrous bands, and 
an abnormal relationship of the brachial plexus to the 
scalenus medius muscle, or of the subclavian artery or 
inner end of the brachial plexus to the scalenus anticus 
muscle (Figure 6). 

Costoclavicular syndromes are diagnosed much less 
frequently today than formerly, because it is now 
known that symptoms previously thus explained are 
much more often due either to cervical spondylosis or 
to compression of the median nerve in the carpal 
tunnel. Nevertheless, acroparesthesias, similar to those 
of the diffuse type associated with cervical spondylosis, 
may occur as a result of disturbances in the costocla- 
vicular region. 


Ist rib 


Figure 7. Costoclavicular syndromes. Most patients are middle- 
aged women. Often the shoulders are at an unusually low level. 


Usually there is no evidence of a structural abnor- 
mality. 
Most patients are middle-aged women. Frequently 
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Figure 8. Compression of the median nerve in the carpal tunnel: 
paresthesias in distribution of median nerve, wasting of outer half 
of thenar eminence. 


the shoulders are at an unusually low level that is 
best seen when the patient is examined from behind 
(Figure 7). 

When the symptoms are unilateral, the shoulder on 
the affected side is often at a lower level than it is on 
the normal side. The low shoulder girdle is reflected 
in the lateral x-ray of the neck in the fact that this often 
gives a good view of the body of the first dorsal verte- 
bra, and often of the upper half of the second dorsal 
body, whereas normally one does not see below the 
intervertebral disk at the cervicodorsal junction. A 
special form of the costoclavicular syndrome may follow 
dropping of the shoulder girdle after thoracoplasty. 

Since dropping of the shoulder girdle is the primary 
factor, treatment consists of a period of rest in bed 
when that is practicable, followed by shoulder-raising 
exercises, and the avoidance of weight-carrying. 
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The Carpal Tunnel Syndrome 


Another cause of acroparesthesias, which also a(ilicts 
middle-aged women predominantly, is compression of 
the median nerve in the carpal tunnel. The precise 
pathogenesis of this condition is unknown, but apart 
from those cases in which the cause is narrowing of the 
carpal tunnel by bony changes, the cause appears to 
be the kind of manual activities which are an essential 
part of housework, though why only a small propor- 
tion of housewives should be affected is unknown. 

The initial symptoms are usually numbness and 
tingling which fall within and are often coextensive 
with the nerve supply of the median nerve to the skin 
of the digits, i.e., the thumb, index finger, and middle 
finger and the radial half of the ring finger. One hand 
is usually affected before the other, but frequently the 
second hand becomes involved some months, or per- 
haps a year or so later. The sensory symptoms are 
prone to occur at night, and some become associated 
with some blunting of cutaneous sensibility over the 
affected digits, which hampers the handling of small 
objects such as the needle. Sensation over the palm of 
the hand escapes. At the same time wasting of the outer 
half of the thenar eminence develops, with weakness of 
the abductor pollicis brevis and opponens pollicis 
(Figure 8). 

The selective wasting and weakness and the limita- 
tion of sensory changes to the distribution of the median 
nerve distinguish this condition from the disorders 
described above, which are located more proximally. 
Surgical division of the transverse carpal ligament is an 
effective cure if done sufficiently early. 


Acroparesthesias in the Lower Limbs 


Acroparesthesias in the lower limbs have already 
been mentioned as a symptom of multiple sclerosis and 
subacute combined degeneration. Among the com- 
moner causes, two others should be borne in mind. 
Arteriosclerosis of the spinal cord often develops in- 
sidiously in the elderly and may cause numbness and 
tingling in the lower limbs, often associated with some 
muscular wasting and weakness, diminution or exag- 
geration of tendon reflexes, and possibly extensor 
plantar reflexes. Useful clues to the nature of the cause 
are diminution in the volume of the peripheral pulses 
in the lower limbs, and calcification of the abdominal 
aorta seen in lateral x-rays. 

Another common cause of acroparesthesias in the 
lower limbs is involvement of spinal nerve-roots by 
foraminal osteophytes resulting from lumbar spondy- 
losis, and readily demonstrable by x-ray studies. 
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Trigger Finger 


PAUL R. LIPSCOMB, M.D. 


Section of Orthopedic Surgery 
Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


TRIGGER or snapping finger is due either to a narrow- 
ing of the flexor sheath, nodular enlargement of the 
tendon or both. Thus, free passage of the tendon is 
prevented, and as the tendon passes the site of obstruc- 
tion a “‘click” or snap usually is produced. Although 
the “click”? may seem to be produced in the finger 
itself, almost always the pathologic process is located 
at the level of the metacarpal head, where a reinforce- 
ment of deep fascia forms an annular ligament. 

If the annular ligament is pressed against the tendon 
bya hard object, such as the handles of pruning shears 
and similar objects, repeated movements of the fingers 
may cause irritative phenomena to arise. The irritation 
causes exudation, thickening of the tendon sheath and 
tendons and effusion into the tendon sheath. The dis- 
crepancy between the size of the tendons and that of 
the sheath gradually becomes more marked until, 
eventually, locking occurs and the tendon cannot be 
pulled through the sheath without extrinsic assistance. 
Since the extensors of the fingers are weaker than 
flexors, locking as a rule takes place when the finger is 
in flexion. Thus the patient can demonstrate not only 
the “snap” or “‘click” but also impaired extension or a 
temporary flexion deformity (Figure 1). 

The inflammatory changes, with the resulting steno- 
sis of the sheath or enlargement of the tendon, some- 
times are encountered among patients who have rheu- 
matoid arthritis. In infants the cause of the stenosis is 
on a congenital basis, and generally the thumbs are in- 
volved. Although the thumbs may be involved in adult 
persons, stenosis of the flexor sheaths of the ring and 
long fingers most often is encountered in such persons. 

The treatment is excision of the constricted part of 
the tendon sheaths, including the annular ligament, 
through an incision carried parallel to the crease in the 
distal part of the palm or the base of the thumb, as the 
case may be (Figures 2, 3 and 4). Caution must be ob- 
served, particularly in the case of the thumb, so that 
the digital nerves will not be injured. When the condi- 
tion is of short duration and when it is associated with 
theumatoid arthritis, the injection of 12.5 mg. of hy- 
drocortisone into the tendon sheath at the point of 
narrowiig may be of value in some cases. 
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Figure 1. The right ring finger is temporarily locked in 
flexion because of stenosis of the annular ligament or pulley 
at the level of the fourth metacarpal head. 


Figure 2. Surgical aspects, hand of the same patient as the 
one concerned in Figure 1. Note the transverse incision car- 
ried parallel to the distal palmar crease, and the apparent 
bulbous enlargement of the flexor tendons caused by “‘bunch- 
ing-up’’ of the tendons just proximal to the point of stenosis 
of the sheath. 


Figure 3. The pathologic aspects of the condition and surgical 
method of releasing the stenosis of the flexor sheath. 


Figure 4. Adherent and stenosed annular ligament and 
flexor tendons producing a trigger finger with flexion de- 
formity of the long digit in a child. 
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URIC ACID 10 mg./100 ml. 
K 10 mEq. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the tenth of twelve 

from Baylor University. 


Practical Therapeutics 


Artificial Dialysis and the Treatment of Renal Failure 


GEORGE C. MORRIS, JR., M.D. AND JOHN H. MOYER, M.D. 


Cora and Webb Mading 


Department of Surgery and Department of Pharmacology 


Baylor University College of Medicine 
Houston, Texas 


RENAL FAILURE is a common medical and surgical prob- 
lem, and its proper management sometimes taxes the 
skills of any therapist. During the past decade, new 
concepts of treatment and better understanding of 
water and electrolyte balance have made the manage- 
ment of renal failure far more effective. Indeed, the 
majority of patients with .renal insufficiency can be 
managed satisfactorily with simple conservative treat- 
ment. There are, however, a small proportion of pa- 
tients with acute and chronic renal failure in whom 
artificial dialysis must be used as an adjunct to prolong 
and save life. This therapeutic approach is especially 
useful in some patients with post-traumatic acute renal 
failure in whom the mortality rate may otherwise 
reach 90 per cent. 

This essay is primarily concerned with the thera- 
peutic use of dialysis (especially the artificial kidney). 
It seems appropriate to emphasize the indications for, 
and the limitations of, artificial dialysis. All too fre- 
quently patients are transported many miles with the 
expressed purpose of dialysis, whereas, in reality they 
could have been treated just as satisfactorily by their 
local physician employing simpler methods of therapy. 
An attempt will also be made to detail useful proce- 
dures, other than the artificial kidney. 

The triad of principles of treatment remains: man- 
agement of fluids and electrolytes, suppression of pro- 
tein catabolism, and prevention and treatment of inter- 
current infection. 
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Conservative Therapy in Renal Insufficiency 


Acute Renat Faure (Table 1). 


The causes of acute renal insufficiency are many. 
Usually, however, two or more of the following factors 
are associated in the production of acute renal damage: 
trauma, hemolysis, dehydration, renal ischemia and 
specific renal toxins. Immediate measures that may 
lessen or prevent renal damage should be used at the 
onset; for example, restoration of blood pressure with 
a vasopressor agent, intravenous infusion of 2,000 cc. 
of 5 per cent glucose in water, and BAL (5 mg./kg. 
initially and 2.5 mg./kg. every 2 hours) when the pa- 
tient has been poisoned with bichloride of mercury. 

Circulatory insufficiency is a common cause of acute 
anuria. When this occurs, the blood pressure should 
be increased by such supportive measures as transfu- 
sions, vasopressor agents and hydration before the 
therapist concludes that renal damage has already taken 
place. Vasopressor agents will increase glomerular fil- 
tration rate and subsequently urine output when anuria 
is due to hypotension (Figure 1). If renal damage al- 
ready exists, correcting hypotension with vasopressor 
agents will have less dramatic effect on urine output but 
even then benefit is frequently observed (Figure 2). 

Restriction of Fluids and Electrolytes. Fluid and elec- 
trolyte intake, orally or parenterally, must be carefully 
restricted and controlled. While in previous years it was 
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GENERAL THERAPEUTIC OUTLINE 


FOR ACUTE RENAL FAILURE 


FLUID AND 
ELECTROLYTES 


DRUGS 


High carbohydrate, high fat and low protein as 
tolerated. 


Restrict fluid intake to 500 to 700 cc. of 10 per 
cent G/W per 24 hr., plus replacement of meas- 
ured losses with appropriate electrolyte solu- 
tions. Maintain plasma sodium level above 120 
mEq./L. Use no fluids containing potassium. 


Avoid potentially toxic drugs that are excreted 
in the urine, such as streptomycin and sulfon- 
amide derivatives. 

Diuretics are contraindicated. Small doses of 
broad-spectrum antibiotics are sufficient in the 
prophylaxis of infection. Anabolic agents such 
as testosterone may be used. 


INDICATIONS 
FOR DIALYSIS 


A rising potassium level over 7 mEq./L. Electro- 
cardiographic or clinical evidence of potassium 
intoxication, Progressive deterioration of general 
clinical status with the onset of coma, convul- 
sions, bleeding or intractable vomiting. 


GENERAL 


Avoid catabolic procedures such as operations 
and transfusions. If transfusion becomes manda- 
tory, use fresh washed red cells. Weigh daily. A 
slight daily weight loss should be anticipated. 


Table 1. 


POTASSIUM CONTENT 


OF COMMONLY USED HOSPITAL FLUIDS 


Fluid mg. mEq. 
100 cc. ginger ale 0.60 0 

30 cc. light cream (2 tbsp.) 8.8 a 
30 ce. fresh lemon juice (2 tbsp.) 39.0 1.0 
100 cc. Coca Cola 52.0 1.3 
100 cc. Orange Crush 100.0 2.6 
100 cc. apple juice 100.0 2.6 
100 cc. grape juice 120.0 3.1 
100 cc. pineapple juice 140.0 3.6 
100 cc. grapefruit juice 150.0 3.8 
100 cc. skim milk 150.0 3.8 
100 cc. fresh orange juice 170.0 4.4 
100 ce. whole milk 180.0 4.6 


(Adapted from J. P. Merrill, Treatment of Renal Failure, Grune and 
Stratton, 1955.) 


Table 2. 
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thought that as much as a liter of fluid was necessary 
to replace insensible fluid loss, it is now apparent that 
500 to 700 cc. per 24 hours in sufficient. This is be- 
cause anuric and oliguric patients have a much reduced 
insensible fluid loss compared to normal individuals. 
In addition, endogenous water production from catabo- 
lism is a factor of greater importance than previously 
had been considered. No more than 300 cc. of this re- 
placement should be in the form of normal saline or 
its equivalent. Orange juice and other fluids that are 
high in potassium content should be carefully avoided 
(Table 2). Slightly larger amounts of fluid are required 
in very hot weather when air conditioning is not avail- 
able and sweating becomes marked. Daily weight meas- 
urements are of considerable value in estimating fluid 
requirement. Under ideal management, these patients 
should show a progressive loss of body weight of ap- 
proximately one-half to three-fourths of a pound a day. 

Careful measured estimates of fluid losses from yom- 
iting, diarrhea or other drainage should also be re- 
placed with appropriate electrolyte solutions. The most 
accurate way for determining the amounts of electro- 
lytes in these fluids is by actual analysis for sodium and 
chloride content. When parenteral fluids represent the 
only source of caloric intake, the infusion should be 
given in concentrations of 10 to 20 per cent glucose. 
The acidosis associated with the retention of urinary 
excretion products is usually well tolerated and re- 
quires no specific alkaline therapy. 

However, uncompensated acidosis manifested by 
respiratory change may require the parenteral admin- 
istration of bicarbonate or lactate solutions. When 
giving alkaline solutions, care must be exercised lest 
tetany and convulsions be precipitated by the sudden 
correction of the acidosis. 

Treatment of Elevated Plasma Potassium Concentra- 
tion. Potassium intoxication represents the greatest 
threat in acute renal insufficiency. During acute renal 
failure the intake must include no potassium. Acidosis 
and uremia favor the accumulation of this ion in the 
extracellular fluid. 

Active therapy for potassium intoxication should be 
inaugurated immediately when the plasma potassium 
levels rise above 7 mEq./L. or, according to Merrill, 
when the following clinical manifestations develop: 
(1) absence of deep reflexes; (2) sensation of tingling 
about the mouth, tongue, hands and feet ; (3) extremity 
paralysis; (4) evidence of respiratory paralysis; (5) car- 
diac arrhythmia, and (6) electrocardiographic evi- 
dence of potassium intoxication. 

With a rapidly rising potassium level, hyperkalemia 
may be ameliorated by one of the very high glucose 
content cocktails, as advocated by Meroney. We gener- 
ally employ a solution of 40 per cent glucose contain- 
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ing 5 to 10 Gm. of calcium gluconate and 50 units of 
insulin per liter. This form of treatment for potassium 
intoxication produces only a transient suppression of 
plasma potassium levels. However, this will give the 
clinician some time to make definitive preparations for 
potassium removal. If the plasma sodium concentra- 
tion is depressed, small infusions of 5 per cent sodium 
chloride (100 to 200 cc.) will also help suppress the 
plasma potassium level. Five per cent salt is usually 


not given unless the sodium level decreases below 125 
mEq./L. (Table 3). 

* A potassium-binding resin (Special Resin No. 648, 
Smith, Kline and French) when given orally or by re- 
tention enema, may be helpful in removing some potas- 
sium, although it is usually not possible to remove much 
more than 100 mEq. a day by this means. When given 
by mouth, 45 to 50 Gm. should be given each day in 
divided doses. Because these patients usually will not 


Systolic 
Diastolic 


ml./min. 


Glomerular Filtration Rate | Renal Blood Flow 
I 


a + + 
E H 
i 
t- Started Discontinued —+ Started Discontinued 
90 120 150 180 210 240 270 300 330 360 390 420 


Figure 1. Anuria due to hypotension. This patient had a myocardial 


infarcti n and was anuric without a vasopressor agent. Increased 
urine fo mation followed the increased renal blood flow and glom- 


erular /:/tration rate when the hypotension was corrected with a vaso- 
pressor cent, 
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RENAL HEMODYNAMIC RESPONSE TO NOREPINEPHRINE- 


NORMOVOLEMIC SHOCK AND RENAL DAMAGE 


Figure 2a and b. The effect of vasopressor agents on kidneys with severe 


organic damage. This patient developed renal tubular necrosis, fol- 
lowing an abortion with “‘Lysol.’’ Because of associated hypotension, 
it was necessary to sustain her on an infusion of norepinephrine for 
ten days. Though improvement in renal function was slight, without 
norepinephrine she was anurtc. Norepinephrine probably prevented 
progressive uremia and death. 


retain an orally administered resin, a 20 to 30 per cent 
suspension of resin in tap water can be given by rectum 
in amounts of 250 cc. three times daily. 

Hyponatremia. In acute renal failure, hyponatremia 
may not necessarily reflect acute sodium losses. Con- 
sequently, attempts to raise the sodium levels to nor- 
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mal by administering sodium-containing solutions may 
be unnecessary. The hyponatremia may thus result 
from overhydration (dilutional hyponatremia) or from 
migration of sodium into the cells and water out of 
them. Only if symptoms of hyponatremia exist or if 
the plasma sodium level is below 120 mEq./L., is the 
administration of 5 per cent salt indicated. The amount 
to be given is derived in cubic centimeters from the 
following formula: Body weight in kilograms X 0.2 X 
(140 minus observed plasma sodium level in mEq.). 
The calculated amount should then be given over a 
period of two to three hours. 
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EFFECT OF NOREPINEPHRINE ON WATER AND ELECTROLYTE EXCRETION 


Blood Transfusion 


When chloride deficit exists (due to vomiting) with- 
out sodium deficit, this can be corrected by administer- 
ing a 2 per cent solution of ammonium chloride. 

Calcium gluconate can be administered in the glucose 
solution, giving 10 Gm. of calcium gluconate each 24 


hours. 


Acute heart failure often complicates acute renal 


failure. Hypertension is frequently associated and, in — 


fact, aggravates the failure. Heart failure should be 
treated by rapid digitalization, and the hypertension 
should be treated as described in a previous article in 
this series on “Therapy of Hypertensive Emergencies.” 
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A full digitalizing dose of digitalis should never be em- 
ployed, and the intravenous route of administration 
should be avoided when possible since these patients 
are particularly likely to develop arrhythmias. Ac- 
cording to Merrill, digitoxin is the drug of choice. 
Suppression of Protein Catabolism. In recent years 
the principle of a high carbohydrate, high fat regimen 
(Borst principle) for the suppression of endogenous 
protein catabolism has been used. A high caloric intake 
is more important than protein restriction in the treat- 
ment of uremia, especially if a low protein diet produces 
anorexia in the patient. Kolff has called this program 
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Figure 3. Method of intermittent peritoneal lavage. The sterile lavage 
Aluid is allowed to flow into the peritoneal cavity and remain there for 
two hours. The same bottle is then placed below the patient and drains 
out by gravity for a period of one hour. No more than 4,000 cc. of 
dialyzing fluid should be allowed to accumulate in the peritoneal 
cavity (after Grollman). 


the “forced high caloric, low protein regimen.” It is of 
particular benefit in patients with chronic uremia. We 
have found the diets suggested by Borst and Kolff 
most useful. For patients who tolerate little oral intake, 
butter soup (containing sugar, 150 Gm., salt-free but- 
ter, 150 Gm., flour 20 Gm., water 300 cc. and coffee 
extract) and frozen butter pills (5 Gm.) are usually well 
tolerated. Various commercial fat emulsions, such as 
Lipomul (Upjohn) and Edcal (Schenley), may be added 
in small amounts orally or, if necessary, by intragastric 
drip. For patients who tolerate more food, rice, pota- 
toes, bakery products, confections, fruits and vegetables 
can formulate an extensive menu. 

The most important dietary consideration is that the 
carbohydrate intake be kept up for its protein-sparing 
effect. An intake of carbohydrate in excess of 100 Gm. 
is mandatory, and preferably it should be in excess of 
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200 Gm. each 24 hours. If feeding by mouth is not pos- 
sible, an intravenous infusion of 50 per cent glucose 
can be administered through a plastic polyvinyl cathe- 
ter inserted through a 14-gauge needle and threaded 
through the femoral vein into the inferior vena cava, 
This concentrated solution cannot be administered di- 
rectly through a needle into an antecubital vein since 
it invariably causes thrombosis. 

Operations, transfusions and other procedures that 
may promote protein breakdown should be avoided. 
Testosterone may be given in daily doses of 25 to 50 
mg. intramuscularly for 16 days, on the premise that 
it reduces protein catabolism and frequently increases 
the patient’s sense of well-being. Chlorpromazine, in 
doses of 25 to 50 mg., is valuable for treating nausea 
and vomiting. 

Prevention and Treatment of Infection. The majority 
of patients dying from post-traumatic renal insuffi- 
ciency who have been well managed, succumb to in- 
fection. Hence, rigid aseptic technique must always be 
carefully controlled in performing minor procedures on 
these patients. A continuing search for sources of in- 
fection should be made. It is usually advisable to ad- 
minister small daily doses of a broad-spectrum anti- 
biotic prophylactically. In renal failure, antibiotics are 
poorly excreted and doses should be low. Streptomycin 
should be rigorously excluded in the management 
of these patients because of the high incidence of 
vestibular damage and deafness. 

Healing is delayed in uremia, and, in surgical pa- 
tients, sutures should be left in place at least 14 days. 

Anemia. Transfusions should only be employed when 
the hematocrit falls below 20 per cent, and then fresh 
washed red cells should be used. These patients ap- 
parently tolerate anemia quite well, and pulmonary 
edema has been precipitated even with the transfusion 
of packed red blood cells. 

Management of the Diuretic Phase. When diuresis 
develops, good clinical judgment becomes imperative. 
It is not necessary to always administer fluids equal to 
the amount excreted since these patients often have 
been edematous, and replacement of the preceding 
day’s loss only serves to perpetuate the polyuria. Only 
when dehydration develops, must large amounts of 
fluid be given. Normal amounts of sodium and potas- 
sium, but not in excessive amounts, should be given 
during the diuretic phase. 


Curonic Faure (Table 4). 


Whenever possible, the primary consideration should 
be the treatment of the disease leading to chronic renal 
insufficiency. Thus, if the patient has pyelonephritis, 
the causative bacteria should be identified and counter- 
acted with the appropriate antimicrobial agent. The 
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patient who has inflammatory renal disease associated 
with lupus erythematosus should receive adrenal ster- 
oid therapy. Patients with progressive renal damage due 
to severe hypertension should have their blood pressure 
regulated. Assuming that the specific therapy has been 
instituted and that renal function is inadequate to 
meet the excretory demands of the patient, then and 
only then should the physician concern himself with 
the problem of therapy for the renal failure. The latter 
aspect of therapy is usually discouraging and con- 
stitutes a delaying therapeutic program at best. 

Fluid intake. Attempts should be made to keep the 
fluid turnover by the kidneys as great as possible with- 
out producing water intoxication or electrolyte dis- 
turbances. This has been a time-honored approach by 
older physicians, often scorned by the more esoteric 
and sophisticated academicians. However, we have 
found that this is the only method that improves ex- 
cretory function significantly in the patient with chronic 
symptomatic renal failure. 

The patient is advised to increase his water intake 
so that his urine output is in excess of 3,000 cc. Fre- 
quently, the patient is confused as to just how much 
water to drink if exact instructions are not set forth. 
In order to avoid confusion and difficulty of measuring 
fluid intake, we follow the simple expedient of giving 
the patient an assignment to fill a one gallon jar up to 
a mark with urine each day. A point on the jar indicat- 
ing 3,000 cc. is marked with adhesive tape. The patient 
is then advised to collect all urine and to empty his 
bladder each morning after which the urine volume 
should be measured. He then empties the jar and 
starts over again. If the urine output is inadequate, the 
patient is advised to increase his fluid intake until the 
urine output exceeds 3,000 cc. 

Nausea associated with the increased water intake 
may indicate hyponatremia due to increased loss of 
sodium in the urine or intake of water in excess of urine 
excretion (dilutional hyponatremia), the latter usually 
being associated with some peripheral edema. When 
dilutional hyponatremia occurs, it is necessary to re- 
duce water intake to the level that will be handled by 
the kidneys. This is a bad prognostic sign. 

When hyponatremia results from increased excretion 
of sodium, then the dietary sodium should be liberal- 
ized. Hyponatremia is frequently associated with leg 
cramps, thirst, abdominal cramps, distention, weakness 
and lethargy. Theres no reason for arbitrarily restricting 
sodium intake at any time in patients with chronic renal 
failure unless edema or heart failure is present. 

In contrast to acute renal failure, potassium intoxica- 
tion is rare in patients with chronic renal failure. In 
fact, hypokalemia is occasionally observed due to ex- 
cessive loss. 


GP April 1957 


Figure 4. Continuous peritoneal lavage technique. The dialyzing fluid 
is alternately allowed to flow from right to left and left to right. This 
method has the disadvantage of promoting channeling of fluid within 
the peritoneal cavity. Two catheters are needed. 


The administration of whole blood should be avoided 
whenever possible. Repeated transfusions lead to re- 
actions from minor incompatibilities of blood, which 
only lead to further renal damage. Only when the 
hemoglobin decreases below 6 Gm. is this in itself an 
indication for transfusion. When symptoms of anemia 
become severe, transfusions may be employed if the 
hemoglobin is between 6 and 10 Gm. However, trans- 
fusions should not be employed under any circum- 
stances when the level is above 10 Gm. 

Repeated studies employing radioactive iron have 
indicated that the turnover rate is above normal. This 
means that blood is being formed in adequate amounts 
and that the bone marrow is not depressed as was pre- 
viously thought. Instead, increased blood destruction 
(hemolysis) is responsible for the anemia. The futility 
of repeated transfusions to bring the hemoglobin con- 
centration up to normal under these circumstances is 
quite apparent. 
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OUTLINE OF TREATMENT FOR HYPERKALEMIA 


1, Conservative Measures 

a. Restriction of water intake to meet only the needs of extrarenal 
loss 

b. Preservation of electrolyte concentration of body fluids 

c. Control of acidosis, if severe, with sodium bicarbonate or lactate 

d, Slow infusion of a 40 per cent solution of glucose in water with 
10 Gm, of calcium gluconate (offsets the e*ects of potassium on 
the heart) and 50 units of insulin 

¢, Drugs to support the circulation when needed, such as digitalis 


and vasopressor agents 
2. Continuous gastric lavage with isotonic saline 


3, Potassium-binding resins by retention enemas 
4. Dialysis with the artificial kidney or peritoneal lavage 


Table 3. 


Diet. The diet should consist of a high carbohydrate 
intake and as much fat as is well tolerated. Salt should 
not be restricted unless edema or evidence of heart 
failure is observed. Many patients actually tend to lose 
excessive amounts of sodium in the urine, resulting in 
hyponatremia, which aggravates the symptomatology. 
When the patient is followed adequately, fluid reten- 
tion becomes evident to the physician in adequate time 
to institute a low sodium intake. 

A low protein diet seems judicious since we know so 
little about the noxious agents that are responsible for 
the symptoms of uremia. Although many studies have 
indicated that high protein intake will produce an in- 
creased blood urea nitrogen, there is little evidence that 
clinical manifestations of uremia are altered, or that 
the prognosis of the patient is altered by low protein 
diet. In fact, the correlation of BUN and uremic mani- 
festation is not good except that an elevated BUN is 
indicative of kidney failure. Yet, some patients develop 
symptoms of uremia at a BUN level of 50 mg., while 
other patients may have a BUN level of 250 mg. without 
apparent symptomatology. Furthermore, endogenous 
protein metabolism will proceed irrespective of the pro- 
tein intake. In essence, it seems to us that the diet 
should be kept as palatable as possible, being high in 
carbohydrate and fat. Low protein intake should be 
attempted, but if this leads to anorexia and dietary 
deficiency, then the protein intake should be liberal- 
ized. At the same time, a careful search should be made 
a for clinical eviuence of aggravated renal failure. The 
Bi dietary regimen must be highly individualized for each 
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patient. Excessive protein in the diet should be avoided. 
The diet should contain protein in minimum amounts 
of 0.5 to 0.6 Gm. per kg. of body weight, and as much 
carbohydrate as the patient will tolerate, the remainder 
of the caloric intake being made up of fat. 

Aluminum hydroxide jel has been used for many 
years for decreasing absorption of phosphate by binding 
it in the intestinal tract, since the phosphate excretory 
capacity of the kidney is impaired. 

Infections should be treated early and effectively. 
In patients with chronic glomerulonephritis we use 
prophylactic therapy consisting of sulfadiazine in a 
dose of 0.5 gm. daily, or penicillin-V in a dose of 125 
mg. twice daily by mouth. 

Hypertension should be treated as previously out- 
lined, and congestive heart failure should be treated 
with digitalis. 


Selection of Patients for Dialysis 


Artificial dialysis should always be considered only 
as an adjunct to good conservative management of both 
acute and chronic renal failure. It is not a substitute 
for good medical management. In treating a patient 
with renal failure, a detailed individualized outline for 
his management should be set up. Thus, artificial dia- 
lysis has its specific point of indication in the outline 
of therapy, depending on the clinical picture and the 
turn of events. On the other hand, it should not be 
postponed until all other measures have failed and the 
case is hopeless. 

In general, there are three indications for artificial 
dialysis in renal insufficiency: potassium intoxication 
with a rising plasma level (7 mEgq./L.) ; symptomatic 
uremia (coma, convulsions, bleeding or uncontrolled 
vomiting) associated with acute renal insufficiency, and 
in certain cases of chronic renal insufficiency when 
there is hope of carrying the patient over an inter- 
current illness or exacerbation or uremia and projecting 
him into a controlled remission. The artificial kidney 
is most valuable in treating hyperkalemia and uremia 
of post-traumatic renal insufficiency where maximum 
efficiency and speed are essential. 

When diuresis seems imminent, efforts should be 
made to avoid use of the artificial kidney, since post- 
dialysis oliguria may further delay recovery. Bleeding 
from the gastrointestinal tract associated with uremia, 
unless massive and uncontrolled, is not a contrain- 
dication to heparinization prior to extracorporeal dia- 
lysis. Indeed, this form of bleeding generally stops 
during the course of improvement on the artificial kid- 
ney. Repeated dialysis, as often as every second or third 
day, is occasionally indicated in some cases of acute 
post-traumatic renal insufficiency. 
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Figure 5. Placement of peritoneal catheter for intermittent lavage. 
The bladder is emptied by means of an indwelling catheter before 
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A trocar (through which the free passage of a No. 18 sterile 
plastic Levine tube has been established) is carefully inserted into the 
peritoneal cavity. The obturator is then removed and the catheter di- 


bilicus. 


proceeding. A small skin incision is made one inch below the um- 


rected into the pelvis. A suture secures the catheter to the skin. 


GENERAL THERAPEUTIC OUTLINE FOR CHRONIC RENAL FAILURE 


DIET 


FLUID 


ELECTROLYTES 


DRUGS 


Low Output Failure 


High Output Failure 


Chronic Failure 


with Acute Exacerbation 


Forced high carbohydrate, high fat, 
normal protein diet; low protein 
diet if uremia present 


Restrict to 750 ec. per 24 hr., plus 
measured loss; attempt to pro- 
gressively increase the output 


. Restrict sodium and potassium only 
if evidence of edema or heart failure 
Mercurial diuretics in small doses 
occasionally useful 
Anabolic drugs (testosterone) 
Broad-spectrum antibiotics if need- 
ed; no streptoraycin or neomycin 


Avoid agents usually excreted in 
the urine 


Occasionally beneficial but this 
response is usually temporary 


cells. Weigh daily. 


Forced high carbohydrate, high fat, 
normal protein diet; low protein 
diet if uremia present 


Force to promote 24 hr. urine out- 
put of at least 2,500 cc.; preferabiy 


3,000 cc. or more 


Usually no sodium or potassium 
restriction 


No diuretics 


Anabolic drugs (testosterone) 
Broad-spectrum antibiotics if need- 


Carbohydrate and fat as tolerated 


Restrict to 750 cc. per 24 hr., plus 
measured loss ; 10-20 per cent G/W 
for intravenous use 

Restrict sodium and particularly 
potassium 

No diuretics 


Anabolic drugs (testosterone) 
Prophylactic broad-spectrum anti- 
biotics; no streptomycin or neo- 
mycin 

Avoid agents ususily excreted in 
the urine 


Frequently indicated 


Avoid catabolic procedures such as operations and transfusions. If transfusion mandatory, use fresh washed red 


Table 4. 
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CENERAL 


PREPARATION OF PERITONEAL LAVAGE 
STOCK SOLUTION 


SOLUTION A 60 Gm, NaCl 
30 Gm, NaHCO; 
3 Gm. KCl 


Gm. CaCl, 


1,000 ce. distilled water 
1,000 cc. distilled water 


sOLUTION C 60 Gm. NaCl 
30 Gm. NaHCO; 


These solutions are sterilized and capped and when needed, 100 cc. 
of Solution A and 100 cc. of Solution B are added separately to 
800 cc. of 5 per cent glucose in water, which is available in any 
hospital. If withdrawal of edema fluid is indicated, then solutions 
A and B are added to 800 cc. of 10 per cent glucose in water. Solu- 
tion C is used instead of Solution A when hyperpotassemia is present. 


1,000 ce. distilled water 


Table 5. 


toneal lavage. 


Peritoneal Lavage 
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Continuous or intermittent irrigation of the peri- 
toneal cavity with a sterile electrolyte solution is a very 
useful method of dialysis. In principle, the technique 
utilizes the large surface area of the peritoneal cavity 
as a dialyzing membrane. We have used Grollman’s 
technique of intermittent lavage with relative success 
(Figure 3). It has the advantage of simplicity and only 
one catheter is necessary. In addition, the possibility 


of channeling of fluid in the peritoneal cavity \ ith 
resultant decrease in efficiency is less than in the iwo- 
catheter continuous technique (Figure 4). This meiliod 
of dialysis should be used when the artificial kidney is 
any great distance from the patient, if there are no 
contraindications to this technique, and if artificial 
dialysis is indicated. 

Method. With an empty bladder and under local 
anesthesia, a trocar is introduced through the abdomi- 
nal wall, usually just below the umbilicus (Figure 5). 
Prior to insertion of the trocar, the size of the bore 
should be checked to be sure that a No. 18 plastic tube 
will pass through it. A No. 18 sterile plastic Levine 
tube, with holes along the sides and in the end, is then 
inserted through the trocar into the abdomen and di- 
rected toward the pelvis (Figure 6). Irrigating fluid 
(2,000 cc.) is then passed into the peritoneal cavity 
through an ordinary intravenous infusion set, allowed 
to remain for two hours, and then removed by gravity 
when the infusion bottle is placed below the patient. 
This process is continually repeated and can maintain 
subjects in electrolyte balance without uremia for 
months at a time. When drainage is a problem, no 
more than 4,000 cc. of dialyzing fluid should be allowed 
to collect in the abdomen at any one time. Otherwise, 
respiratory embarrassment may complicate the picture. 
Also, an excessive accumulation may be taken up by 
the circulation, and pulmonary edema may ensue. 


ADVANTAGES OF PERITONEAL LAVAGE FOR DIALYsIS 


1. No special equipment is required. This can be set 
up in any hospital with equipment and facilities al- 
ready available. 

2. The equipment can be rapidly assembled. This is 
particularly important in areas that are less populated 
and do not have large medical facilities close by. 

3. A trained team of nurses and physicians is not 
required for continuous supervision. 

4. Edema fluid may be removed by increasing the 
concentration of glucose in the dialyzing fluid toward 
10 per cent. We have been able to remove up to 15 
pounds of edema fluid per day with this procedure. 

5. Blood transfusions are not needed. 

6. These is no post-dialysis urine suppression. 

The electrolyte composition of the irrigating fluid is 
the same as for the artificial kidney, but must be sterile 
(Table 5). Oxytetracycline may be added in a concen- 
tration of 25 mg./L. We have eliminated antibiotics 
from our lavage solution because the slight peritoneal 
irritation they often produce is associated with fibrin 
formation which obstructs the peritoneal catheter. In- 
stead we give the antibiotics by the intramuscular or 
the oral route. We now add very small amounts of a 
nontoxic spreading agent, such as Varidase or Wydase. 
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itt Figure 6. The No. 18 plastic Levine tube and trocar for use in peri- 


Usually it is possible to reduce blood urea concen- 
trations of 200 to 300 mg. per 100 cc. to levels below 
100 mg. within two to four days using peritoneal dial- 
ysis. The rapid subjective improvement, with disap- 
| pearance of nausea and vomiting, is quite striking. 

Hemorrhagic tendencies associated with renal failure 

will often show improvement when dialysis is effective. 


CONTRAINDICATIONS AND DISADVANTAGES 


1. Recent abdominal operations. It is quite obvious 
that this procedure cannot be employed in the presence 
of an operative wound. 

2. Infection in or about the abdomen. 


| PRINCIPLE OF ARTIFICIAL DIALYSIS FOR T 


Uric Acid = 10 mg.% 


K+ = 45 
Urea = 20 


BEFORE DIALYSIS ARTIFICIAL 


Figure 7. Principle of artificial dialysis. In the patient with renal 
; failure, ‘here ts usually an alteration of the electrolytes secondary to 
acidosis und failure of water and electrolyte homeostasis. At the same 
time, there is retention of organic acids and nitrogenous substances. 
As the b!vod is taken from the patient and pumped through the dial- 
yang no mbrane (which is submerged in the dialyzing fluid), the 
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Normal Values: 
Na+ = 144 mEq./L. 
Cl— = 100 mEq. /L. 


Uric Acid = 3 mg. % 


3. Distention of the bowel is a contraindication since 
this procedure may aggravate the ileus by admission 
of fluid to the peritoneal surface. 

4. Peritoneal adhesions due to previous peritonitis 
present a hazard to insertion of the trocar and drainage 
tube. 

These contraindications are in contrast to the arti- 
ficial kidney which has no absolute contraindications 
other than severe uncontrolled hemorrhage. 


Prosiems Durinc DIALysis 


1. Distention due to decreased peristalsis. This can 
progress to ileus if not handled properly. 


REATMENT OF RENAL FAILURE 


Blood from Artificial Kidney 
1 


Concentration Blood 

= 115 mEq./ 

K+ = K+ = 8 mEq/L. — K+ 

= 76 mEq/L. Na+ = 115 mEq/L. €- No+ = 140 mEq/L. 
a = 220 mg.% Cl— = 76 = 100 mEq./L. 

“Uric Acid <= 10 mg! = 220 mg.% 


Urea = 10 mg.% 
Uric Acid = 1 mg.% 


| 


mEq./L. 
mg. % 


KIDNEY AFTER DIALYSIS 


blood electrolytes and other substances tend to come in equilibrium 
with the concentration of these substances in the dialyzing bath. This 
is possible through the medium of the semipermeable membrane 
through which the blood is circulated. The blood is then returned to 
the patient. The process takes approximately six hours. 


| | 
> 
Blood to Artificial Kidney Semipermeable Membrane i 
| = 194 
K+ = 4 mEq/L 
= 96 mEq. 
| 
ic Acid = 3 mg. 
Dialyzing Bath 
; 
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Figure 8. The artificial kidney built and used by Baylor University 
College of Medicine. The machine is portable and as much as 200 
liters of bath fluid can be used in the tank. Blood can be taken from 
either an artery or a vein and is propelled into the kidney by the 
Sigma Motor pump shown in the top left portion of the unit. The 
water pump for circulating the bath fluid is partially visible in the 
lower left corner of the apparatus. 


Figure 10. The disposable dialyzing unit as it appears during ship- 
ment or storage. In this view tt is seen from the inferior side to show 
the hose connection for the circulation of the dialyzing fluid. The lid 
seen at the lower margin is readily removed and the plastic tubes 
brought out for attachment. 


Figure 9. View of the interior of the dialyzing tank showing the Kol ff 
twin-coil dialyzing unit. Blood is pumped through the two 10 meter 
coils of cellophane tubing which are held in place by the plastic screen 
mesh seen in the photograph. Blood leaves the dialyzing unit through 
the two peripheral plastic tubes, passes through a filter and bubble 
catcher and is returned to the patient by vein. The dialyzing fluid is 
pumped up vertically through the plastic mesh and cascades back into 


the tank reservoir. 
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Figure 11. Open view. The dialyzing unit with the inner core can 
brought out slightly to visualize the coil of plastic screen encasing the 
cellophane tubing. Blood enters through the two inner plastic tubes 
and exits through the lateral tubes. 
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DIALYSATE BATH FOR ARTIFICIAL KIDNEY 


Milliequivalents per liter 
Electrolytes in 
100 liters Grams Na K Mg Ca Cl HCO, 
NaCl 660 113 113 
NaHCO; 225 27 
KCl 0-30 0-4 : 0-4 
22 2 2 
CaCh, 40 5 
Glucose 100 
Total 140 4 “<% 124 27 
Table 6. 
ARTIFICIAL KIDNEY TWIN-COIL KIDNEY 
ne WATER PUMP 


BLOOD PUMP_| 


| 


¢ RINSING 


Figure 12. Circuit diagram of the Baylor University artificial kidney 
which utilizes the Kolff twin-coil disposable dialyzing unit. Blood is 
pumped from the patient and travels through the Sigma Motor blood 
pump to the dialyzing unit. On leaving the dialyzing unit, sufficient 
pressure remains to force the blood through a filter and bubble catcher 
and back to the patient. 

The dialyzing fluid circulates from the bottom of the bath tank, 
through the water pump and into the bottom of the dialyzing unit. It 
then flows vertically upward, bathing the cellophane tubing that is 
encased in the plastic screen. Finally the fluid cascades back into the 


th reser vowr. 
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Figure 13. [/lustration of the usual placement of catheters for pump- 
ing blood to the artificial kidney and returning it to the patient. A 
small incision in the femoral area exposes thesaphenous vein through 
which a No. 16 plastic catheter is threaded into the inferior vena cava. 
Blood is returned to the patient through a second catheter placed in 
the basilic or cephalic vein. 


2. Respiratory embarrassment due to excessive fluid 
in the abdomen. 

3. Peritonitis if proper precautions are not observed. 

4. Perforation of hollow viscus. Careful history for 
previous peritonitis should be taken. 

5. Uncertainty of outflow of lavage fluid. 

6. Pain during the institution of procedure. 
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Rigid attention must be directed toward contro! of 
sterility of the lavage fluid. We generally use concen- 
trated stock solutions of electrolytes and mix them 
with ordinary liters of 5 to 10 per cent glucose solu- 
tion depending on whether withdrawal of edema fluid 
is indicated (Table 5). 


The Artificial Kidney 


PRINCIPLE OF ARTIFICIAL DIALysIs 


To use an artificial kidney, blood must be withdrawn 
from a large vein (inferior vena cava) with a pump, or 
cannulated from an artery (radial) and _ projected 
through a channel lined by cellophane. On the other 
side of the cellophane membrane is an electrolyte bath 
fluid of large volume (100 L.) (Table 6). Dialysis, or 
the process of free exchange of small molecules through 
a semipermeable membrane then occurs. In addition, 
filtration takes place if the blood is under pressure. 
All known retention products such as urea, uric acid, 
creatinine and phenols have small molecules and are 
freely diffusible through cellophane. In addition, water, 
salts and glucose are freely diffusible and allow rapid 
correction of electrolyte abnormalities (Figure 7). For- 
tunately bacteria, proteins and cellular blood elements 
will not pass through the cellophane membrane. To 
maintain high efficiency, the bath fluid is replaced 
every two hours. We maintain a rinsing fluid glucose 
content of 1 to 3 per cent to balance the osmotic effect 
of urea and plasma proteins, to supply calories, to 
minimize possible hemolysis and to help extract edema 


fluid. 


Types OF ARTIFICIAL KIDNEYS 


Though the principle of external dialysis was devised 
and described by Abel, Rowntree and Turner in 1914, 
it remained for Kolff to perform the first successful 
clinical dialysis with an artificial kidney in occupied 
Holland during World War II. Since then there have 
been rapid advances in the development of many types 
of extracorporeal dialyzers. There are only two practical 
types of artificial kidneys available for clinical use. One 
performs dialysis only (rotating drum type), and the 
other effects filtration in addition to dialysis (sta- 
tionary type). 

In the rotating drum type kidney, blood is propelled 
into the spirally wrapped cellophane tubing on the 
drum by arterial pressure. The blood then traverses the 
cellophane spiral by gravity as the drum turns (prin- 
ciple of the Archimedes screw). The dialyzing fluid 
immerses a portion of the drum. However, since there 
is very little difference of pressure between the blood 
within the cellophane and the rinsing fluid outside, 
dialysis without filtration takes place. There are two 
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Figure 14. Method of continuous gastric lavage in the treatment of 
potassium intoxication. Isotonic saline is directed into the stomach at 


the rate of 1 liter per hour through a small plastic feeding tube. 


Constant Wangensteen suction through a Levine tube removes the 
saline. 


such Kolff rotating drum type kidneys available com- 
mercially ; one made by Allis-Chalmers and the other 
by Edward A. Olsen of Ashland, Mass. 

There are a variety of stationary type kidneys avail- 
able, and among the most efficient as an ultra-filter is 
the “stacked flat plat” dialyzer described by Skeggs, 
Leonards and Heisler. In this type, blood is usually 
propelied to the dialyzer by a pump and returned to 
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the patient by the residual pressure after leaving the 
dialyzer. Filtration can be controlled by pressure in the 
blood circuit or by suction of the dialyzing fluid. 

We have used an artificial kidney constructed for 
use with the Kolff stationary twin-coil dialyzing unit 
manufactured through Travenol Laboratories (Figures 
8 and 9). In addition to having a disposable dialyzing 
unit, it has the advantages of simplicity and speed of 
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Figure 15. For continuous gastriclavage in the treatment of potassium 
intoxication, a small plastic feeding tube is taped to a No. 18 Levine 
tube. The holes in the two tubes are offset several centimeters. 


assembly, Yet, its efficiency is equal to that of other 
types. 
Two 10-meter coils of 36/32-inch cellophane tubing 


are enveloped between plastic screens (Figures 10 and 
11). The coil is wrapped around a can and fitted in a 
larger can. Blood is pumped horizontally through the 
cellophane tubing. The rinsing fluid is pumped ver- 
tically through the screen mesh from a 100 liter tank 
beneath the coil. It flows up through the plastic mesh, 
over the top of the large can and falls back into the 
reservoir tank (Figure 12). Ten per cent CO, is bub- 
bled through the rinsing fluid to help maintain the 
pH at 7.4. The temperature is maintained by a heating 
coil controlled by a thermostat. 

The blood is propelled by a Sigma Motor pump either 
from the radial artery or the inferior vena cava. We 
find it most convenient to perform a cutdown in the 
femoral area and thread a plastic catheter through the 
saphenous vein into the inferior vena cava (Figure 13). 
Blood leaves the coil through tubes in the periphery 
and flows to a filter and bubble catcher before returning 


to the patient through a plastic catheter threade« in 
any convenient vein. Inflow for the rinsing fluid is the 
hose connection at the bottom of the can (Figur: 10). 
We use ordinary tap water to which is added the dry 
electrolytes given in Table 6. A small noiseless hypro- 
flex rotor pump propels the rinsing fluid. 

It is necessary to prime the dialyzing unit with 700 
to 900 cc. of fresh bank blood to which is added 20 mg. 
of heparin per 500 cc. After performing the two neces- 
sary cutdowns, the patient is given heparin (1 mg. /kg. 
body weight) in order to keep the clotting time great- 
er than 20 minutes. Blood is pumped through the 
dialyzer (twin-coil kidney) at a rate of 200 cc./min. 

The Kolff twin-coil kidney has a dialyzing surface 
area of 18,000 sq. cm. and an expected urea clearance 
of 140 mg./min. We have removed as much as 100 Gm. 
of urea in a six-hour period of dialysis. When dialyzing 
for potassium intoxication, we generally use no po- 
tassium in the bath water. To avoid pulmonary edema, 
an intermediate sodium concentration between the pa- 
tient and normal levels is used. Because about 200 cc. 
per hour of filtration occurs, small transfusions are 


possible while dialysis is taking place. 


Other Methods of Dialysis 


Continuous Gastric LAVAGE 


Gastric lavage and colonic lavage are inefficient in 
removing most urinary retention products. With ef- 
fective gastric lavage, however, large amounts of po- 
tassium may be removed. We have used continuous 
gastric lavage in an occasional patient with severe po- 
tassium intoxication in whom other methods of dialysis 
were not feasible. Using a double tube, within 24 hours 
we were able to reduce plasma potassium from rising 
levels of 8 to 9 mEq./L. to levels less than 5 mEq./L. 
with this technique (Figures 14 and 15). Isotonic 
saline is used for irrigation and lessens chloride deple- 
tion. Some of the poor results that have been reported 
when this technique was used for hyperkalemia may 
stem from use of an insufficient volume of lavaging 
fluid. We have irrigated by continuous drip at a rate 
of at least 1 liter of saline per hour. 


A bibliography accompanying this article is available upon request 
from the Editorial Office of GP. 
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Puzzling Skin Rash 


Q. Ihave a 28-year-old female patient who has an erythe- 
matous rash on the anterior neck. This rash extends up 
under both ears and down on to the anterior chest 
wall and upper breast. The rash deepens and pales 
concomitant with the emotional status of the patient. The 
girl ws very sensitive about this rash, so much so that 
she has stopped working and even wears high-necked 
dresses. Is there any treatment for this condition ? lam 
unable with ordinary medication, sedatives, tranquil- 
wzers, etc., to cause any change in the condition. 


A. A fixed erythema, perhaps with slight hyperpig- 
mentation, in the region and the type of patient de- 
scribed might be erythrose peribuccale pigmentiva, 
a condition of which the cause and cure are unknown. 
Erythema of the anterior neck in a young woman is 
always suspicious of systemic lupus erythematosus. An 
L.E. cell test would net as a minimum a feeling of relief 
on the part of the physician. If the disorder represents 
nothing but blushing, psychotherapy even by an ama- 
teur might help. It seems fair to recommend a derma- 
tologic consultation if these suggestions are inappro- 
priate or futile. 


Diagnosis of Influenza 


Q. How can the differential diagnosis of influenza be 
made? What is the specific treatment for influenza ? 


A. The sporadic case of influenza is differentiated from 
other respiratory illnesses with great difficulty. Gener- 
ally, however, constitutional complaints such as myal- 
gia, chills and fever are more conspicuous than respir- 
atory symptoms during the early stages of infection 
with influenza viruses. There is frequently a leukopenia 
and the acute phase of the illness usually lasts for three 
or four days. Therapy is directed toward the alleviation 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


of constitutional symptoms as there is no evidence that 
any of the antibiotics favorably influence the course of 
this disease. 

An unequivocal diagnosis of influenza can only be 
made by laboratory methods, either the isolation of in- 
fluenza virus in embryonated eggs or the demonstration 
of a rise in specific antibody. The latter test is usually 
chosen because it is easier to perform and is more 
economical. The test of choice for general use is the 
hemagglutination-inhibition test which is performed in 
many laboratories throughout the country. Since the 
influenza viruses are widespread in the human popula- 
tion, it is essential that two serum specimens, obtained 
during the first and third weeks of disease respectively, 
be tested simultaneously. The diagnosis can be con- 
firmed only if these tests reveal a fourfold or greater 
rise in antibody titer between the first and second 
specimen. 

A very comprehensive review of noninfluenzal dis- 
eases of the respiratory tract has recently been written 
by Dingle and Feller (New England Journal of Medicine, 
254: 465, 1956). 


Surgical Treatment of Coronary Insufficiency 


Q. What is the status of the use of talc in the pericardial 
sac as therapy of chronic coronary insufficiency ? 


A. The subject of various operations that might be 
surgically advantageous to patients with angina pec- 
toris has been reviewed in the December, 1955 issue of 
Circulation by Harken, et al. They believe that where 
pain alone is a problem and not controlled by medical 
techniques, the most effective operation is phenol de- 
epicardialization, poudrage and pneumonopexy. This 
operation has not been established as productive of 
vascular adhesions and therefore augmentation of 
coronary blood flow in humans. It is highly suggestive, 
however, in laboratory work with animals. The long- 
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term follow-up of humans is not available to prove in- 
controvertibly that the blood supply is augmented in 
humans. 

That pain can be corrected is no longer controver- 
sial, and phenol, poudrage and pneumonopexy opera- 
tion seems to be the safest from the point of view of 
patient risk when it is properly conducted under the 
very quick operating time the authors have outlined. 


Xanthomas in an Infant 


Q. Of what significance are xanthomas (multiple) of 
face and neck on a 1-year-old infant? These were 


diagnosed by biopsy. 


A. Multiple small xanthomas of the face and neck are 
occasionally seen during the early months or weeks of 
life in association with Hand-Schuller-Christian dis- 
ease, Niemann-Pick’s disease or in certain obscure 
cases of hepatomegaly with congenital hyperlipidemia. 
Rarely, diabetes in children is found to be the cause of 
xanthomatous plaques when control of the disease is 
poor, but later they disappear spontaneously with im- 
provement in the diabetic management. 

In newborn infants milium located about the face 
and head is often xanthomatous in color. The cyst-like 
sebaceous content can usually be expressed. It is 
rarely a serious condition. If larger and unsightly, the 
milia can be removed surgically. 


Rehabilitation of the Hemiplegic 


Q. How early can the rehabilitation of the hemiplegic be 
started following cerebral thrombosis? What meas- 
ures should be ordered during the acute phase and 
during the recovery period ? 


A. The rehabilitation of the patient with hemiplegia 
following cerebral thrombosis should be started at the 
time the diagnosis is made. The attitude of the attend- 
ing physician and persons caring for the hemiplegic 
patient are of great importance in the rehabilitation of 
the hemiplegic patient. 

In the acute stage, the following measures are helpful 
in preventing unnecessary physical deformity and thus 
promoting rehabilitation: (1) good nursing care, 
(2) proper positioning in bed to prevent foot drop 
(this can be done by the use of sandbags, a posterior 
leg splint or a foot board), (3) passive movement of the 
joints of the involved extremities through their full 
range of motion several times daily to prevent con- 
tractures. 

These measures are continued as needed during the 
recovery period and the following are added: (1) sitting 
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at the edge of the bed, first assisted, then alone. (2) 


standing with support and then alone (the latter prefer- 
ably between parallel bars, if available), (3) retraining 
in the activities of daily living, particularly self-care, 
ambulation and elevation, (4) speech therapy, if 
needed. 

If foot drop persists or if stable ambulation is impos- 
sible because of reflex supination of the affected foot, a 
double-bar short leg brace with a 90° stop at the ankle 
should be prescribed. 

If sufficient recovery occurs, the patient may be re- 
turned to his previous occupation, or if this is not 
possible, retraining may be carried out. The latter has 
been particularly successful in the hemiplegic house- 
wife. 

A complete monograph on the management of the 
hemiplegic patient is available upon request from the 
Institute of Physical Medicine and Rehabilitation, 400 
East 34th Street, New York, N.Y. 


Ulcer Due to Metacortone 


Q. A patient has a fresh perforated ulcer due to very 
heavy Metacortone therapy. Will he or she be able to 
use Cortone in the future ? 


How should it be stopped after surgery? 


A. Since perforation is not an infrequent complica- 
tion of therapy with cortisone and its derivatives in 
patients with ulcer, this constitutes one of the contra- 
indications to the use of this group of drugs in such 
patients. The questioner does not give the reason for 
administration of the drug which led to the perforation 
and necessity for surgery. 

Only under rare exceptions would continuance of 
the drug following surgery be warranted. Because of 
the interference of these hormones with wound heal- 
ing, its immediate cessation at the time of surgery 
would be indicated, with resort to aqueous adrenal 
cortical extract and minimal doses of cortisone only if 
evidence of adrenal insufficiency supervened. 


Bee Venom Desensitization 


Q. Could your consultation service tell me how to de- 
sensitize a child against bee venom? I have been un- 
able to find bee venom diluted for desensitization use. 
Cecil’s textbook refers to the use of venom in Coca’s 
solution but our local drug supply house is unable 
to give me any help in securing this preparation. 


A. Bee Venom is available at any of the Hollister- 


Stier Laboratories. It comes in 5 cc. bulk and in 
individual doses. 
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Fingerprints in Mongolism 


IN NEWBORN INFANTS, it is always important but fre- 
quently difficult to decide that a child is a Mongoloid 
imbecile. Based on a study of 150 Mongoloids and 540 
normal controls, Walker has demonstrated the value of 
dermal configurations (finger, palm and sole prints) in 
arriving at this diagnosis. 

The distinctive patterns of fingerprints arise during 
the third and fourth fetal months, and once established, 
never change. Differences in the frequencies of specific 
patterns were calculated for each group of children. It 
was assumed that the occurrence of each pattern on the 
ten digits and other areas studied is an independent 
event. An index of “probability” for the diagnosis of 
Mongolism can be arrived at from the ratio of the fre- 
quency of the patterns in Mongols and controls. 

Briefly, 70 per cent of Mongols possess combinations 
of patterns not repeated in the non-Mongols, while 76 
per cent of non-Mongols have combinations not found 
among the imbeciles. 

The author emphasizes the value of this technique as 
providing permanent objective evidence for this diag- 
nosis ; as contributory evidence when there is disagree- 
ment regarding the diagnosis; and as an aid in con- 
vincing parents that the disturbance had its origin at 


least five months before birth. (J. Pediat., 50:19, 1957.) 


Tolerance to Morphine 


A CLEAR EXPLANATION has long been wanted for the 
phenomenon of tolerance to narcotic drugs. Recently 
Axelrod has noted that experimental animals made 
tolerant to morphine show a reduction of N-demethyla- 
tion of the drug in the liver. He proposes that repeated 
€xposures to morphine result in inactivation of the 
demethylating enzymes. Since those enzymes are quite 
similar to the morphine receptors of the body, a simi- 
lar inactivation of the receptors is plausibly asserted. 
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Tips from Other Journals 


Incidentally, when N-allylnormorphine is given along 
with each dose of morphine, the capacity for demethyla- 
tion of morphine is partly retained, and the develop- 
ment of tolerance is prevented (see diagram below). 
(Science, 124:263, 1956.) 


Gastric Carcinoma in Identical Twins 


Spikes and his coworkers reported an instance of 
carcinoma of the stomach appearing almost simultane- 
ously in identical twin sisters. The patients, judging by 
their appearance, personalities, blood types, size and 
configurations, were monozygotic twins. 

At 66 years of age, the first sister developed anorexia, 
weight loss, belching and epigastric pain. X-rays of the 
stomach revealed marked irregularity of both margins, 
extending from the pylorus to the fundus. An explora- 
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tory laparotomy was performed. A large, fixed, gastric 
carcinoma was found with liver metastases and local 
extension. Resection was not possible. The patient died 
four months after operation. 

The second sister, at 67 years of age, developed 
anorexia, post-prandial fullness, and nausea, with 
weight loss. Roentgenologic studies showed a constric- 
tion of the midportion of the stomach, with considerable 
fixation of the organ. An exploratory laparotomy was 
performed. There was an extensive neoplasm, infiltrat- 
ing through the anterior wall of the stomach with wide- 
spread metastases. Resection was not possible. The pa- 
tient lived for six months after operation. 

The authors reviewed the literature and found their 
cases to represent the fourth report of gastric carcinoma 
in identical twins. They stressed the fact that tumors 
in identical twins occur at more nearly the same time, 
more often in the same place, and with more certainty 
than in nonidentical twins. (Arch. Surg., 73: 733, 1956.) 


Activation of Peptic Ulcer 


In 23 PATIENTS with peptic ulcer who underwent a 
thoracic surgical procedure for pulmonary tubercu- 
losis, Callanan found that 15 developed a complication 
of the ulcer; eight had bleeding and seven had an acute 
exacerbation of ulcer symptoms without bleeding. 
Awareness of this possibility will enable the physician 
to prevent activation of the ulcer. Many of these pa- 


tients will pass off or minimize their indigestion com- 
plaints, attributing them to para-aminosalicylic acid or 
other cause. 

If an ulcer is discovered, routine antacid therapy 
with sedation should be instituted until the symptoms 
disappear. Surgery for the tuberculosis is then safe. 
(Am. Rev. Tuberc., 74:358, 1956.) 


Lactic Dehydrogenase 


RECENT attention has been given to serum enzymes, 
particularly glutamic oxaloacetic transaminase (GOT) 
and its elevated levels in myocardial infarction and liver 
disease. Zimmerman and his coworkers have studied 
another serum enzyme, lactic dehydrogenase (LD), that 
is also characteristically elevated in a number of dis- 
eases. 

Elevated levels of GOT and LD were found in almost 
all patients with acute myocardial infarction. The LD 
level was not as markedly elevated as GOT, but was 
consistently abnormal for five to seven days longer than 
was GOT. In contrast to GOT, LD elevation was mild 
or absent in hepatic necrosis, whether due to hepatitis, 
cirrhosis or rarer causes. LD elevation was striking in 
several cases of infectious mononucleosis, while GOT 
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was only moderately elevated. LD levels were incre: sed 
in many patients with carcinoma, especially with distant 
metastases. GOT was elevated only with extensive he- 
patic metastases or obstructive jaundice. (J. La. ¢& 
Clin. Med., 48:962, 1956.) 


Renal Effects of Controlling Blood Pressure 


THE RENAL BLOOD vessels are probably more vulnerable 
to the vascular deterioration associated with hyperten- 
sion than any other part of the circulation. Moyer and 
his colleagues studied the renal circulation—trenal blood 
flow and glomerular filtration—in two groups of hyper- 
tensive patients: one group that followed an effective 
treatment program for two years or more; and one 
group, not effectively treated, that served as a control. 

In the control group, patients with mild disease 
showed very little renal vascular deterioration. Those 
with severe disease showed marked deterioration. Pro- 
gressive vascular deterioration did not occur in the 
effectively treated group. However, renal function did 
not return to normal in this group. 

The results indicate that effective antihypertensive 
therapy can arrest the progress of renal vascular dam- 
age, but the damage present when treatment is begun 
is probably permanent and irreversible. (J. Lab. & 
Clin. Med., 48:927, 1956.) 


Shipyard Eye 


EPIDEMIC KERATOCONJUNCTIVITIS (“shipyard eye”’) be- 
came prevalent in industrial areas during World War 
II, especially among shipyard workers. Clinically, the 
disease is characterized by acute follicular conjunc- 
tivitis, frequently followed, in about eight to ten days, 
by keratitis. Small petechial hemorrhages, tender re- 
gional lymphadenopathy and pseudomembrane forma- 
tion occur. Corneal opacities sometimes result. 

Blattner reviews the recent investigations on the rela- 
tionship of this disease to the APC group of viruses 
(adenoidal-pharyngeal-conjunctival) discovered in 
1953. These viruses can be subdivided into types by 
means of type-specific neutralization tests, and have 
been established as the causative agents in a number of 
clinical entities. 

Investigators consider the eye an important portal of 
entry for APC viruses, even in diseases primarily respit- 
atory. It now seems probable that more than one type 
of APC virus may be the etiologic agent in epidemic 
keratoconjunctivitis. At least three have been identified 
in patients by means of significant concentrations of 
neutralizing antibodies. Some authors have proposed 
that corneal involvement in this disease is due to acti- 
vation of a latent herpes simplex by an APC virus. 
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employed in preliminary studies with apparent success. 


A vaccine against several APC viruses has been 


(J. Pediat., 49:780, 1956.) 


Rauwolfia for Angina Pectoris 


LEWIS AND COWORKERS reported that Rauwolfia serpen- 
tina favorably influences the course of patients having 
angina pectoris. The authors administered alseroxylon 
(Rauwiloid) to 15 patients who had been having fre- 
quent, severe attacks of angina pectoris for an average 
period of 26 months. The patients had been doing 
poorly on conventional therapy. The effects of alseroxy- 
lon therapy were evaluated by the “double-blind” tech- 
nique, alternating drug and placebo in courses of six 
weeks each. 

Fourteen of the 15 patients improved during drug 
therapy (see illustration at right). Some of these pa- 
tients also showed improvement in the electrocardio- 
gram, in the response of the electrocardiogram to exer- 
cise, and in the ballistocardiogram. The authors were 
unable to provide a full pharmacologic explanation for 
the good results. The therapeutic effect tended to per- 
sist long after the drug had been withdrawn. 

Warning was given that Rauwolfia should not be 
used indiscriminately in cases of angina pectoris, be- 
cause of the potential dangers of mental depression and 
of lowering blood pressure in some patients with coro- 
nary artery disease. (Circulation, 14: 227, 1956.) 


Strawberry Nevus of Infancy 


WalsH AND THOMPKINS reported 36 cases of the straw- 
berry nevus of infancy. They described the lesion as a 
benign neoplasm that derives from arterial endothelium. 
Becoming evident at birth, it passes through an active 
growth phase, then undergoes spontaneous regression. 
The microscopic picture can be correlated with these 
clinical phases. Although the tumor may appear any- 
where on the body surface, there is a correlation be- 
tween the size of the supplying artery and its potential 
for extensive rapid growth. 

The writers stated that the goal of therapy is the 
initiation of the regressive phase. Because of the poten- 
tial for rapid growth and subsequent deformity, they 
recommended that lesions occurring over the head 
and neck, shoulders, genitalia, thenar eminence and 
ankles, should be treated immediately. Lesions at other 
sites may be allowed to pursue their natural life cycle. 
The tumors should be observed every two weeks during 
the first three months of life. 

Three types of therapy were recommended: cryo- 
therapy, the injection of sclerosing solutions and exci- 
sion. Cryotherapy (application of dry ice), if performed 
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with care to avoid necrosis and scarring, was often 
effective itself, or in preparation for injection treatment. 
In the latter, sodium morrhuate was injected into the 
periphery of the mass or around the nutrient vessel. 
Excision was recommended only for small, or incon- 
spicuously located growths. (Cancer, 9:869, 1956.) 


Hyperheparinemia 


Quick anv Hussey briefly report the case of a 23- 
year-old woman who had a history of a bleeding con- 
dition since the age of 3 years. At 3, she required six 
blood transfusions following a mastoidectomy. Subse- 
quently, several transfusions were required after tooth 
extraction and other minor operations. After each of 
her two deliveries, over 25 transfusions were required. 
Clotting time was between 30 and 60 minutes, and 
thrombin time, 7 to 55 seconds (normal, 3 seconds). 

The normalization of the thrombin time by mixing 
plasma with a minute amount of protamine sulfate or 
toluidine blue, before adding thrombin, is of particular 
value in the diagnosis of hyperheparinemia. In this pa- 
tient, the intravenous injection of these substances 
worsened the condition by further prolongation of 
thrombin times. However, cortisone therapy and fresh 
frozen plasma transfusions adequately prepared her for 
dental extractions. 

Her clinical picture suggested that she had had 
chronic hyperheparinemia since early childhood. She 
bled severely only on the occasions mentioned. Menses 
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were normal, internal bleeding never occurred and 
abnormal bruises were rare. (J. Lab. ¢ Clin. Med., 48: 
932, 1956.) 


Tale and Pericardial Calcification 


A srupy of talc mill workers by Kleinfeld and Giel 
revealed roentgenographic evidence of pericardial calci- 
fication in three of 37 cases. These three patients had 
each mined or milled talc for over 20 years. They were 
64, 68 and 79 years old. Each presented the average 
clinical picture of talc pneumoconiosis, with chronic 
cough and dyspnea. Two had chest pain unrelieved by 
nitroglycerin. Electrocardiographic patterns were nor- 
mal except for occasional premature nodal beats in one 
case. No symptoms were ascribed to heart or pericardial 
disease. 

These authors suggest that talc dust inhalation is a 
hitherto unrecognized factor in pericardial calcification. 
Other causes of pericardial calcification were thought 
to be reasonably well excluded. The talc factor is sup- 
ported by the not infrequent finding of pleural and 
diaphragmatic calcification in patients with pulmonary 
talcosis. 

A mechanism is suggested whereby the mechanical 
effect of talc fibers on the serosal surface results in a 
chronic inflammatory response. This leads to capillary 
hemorrhage in the pericardium with subsequent cal- 


cium deposition. (Am. Heart J., 52:899, 1956.) 


Hemorrhage Following Gastroenterostomy 


My1anp and his coworkers studied 100 cases of gastro- 
intestinal hemorrhage, in patients who had had a pre- 
vious gastroenterostomy. Only three of these had had 
a vagotomy in addition to the gastroenterostomy. In- 
dications for the operations had been duodenal or gas- 
tric ulcer in almost all instances. 

Although melena and occult bleeding were included, 
35 per cent of the patients were classified as having had 
a severe hemorrhage. In 17 per cent, bleeding occurred 
in the gastrointestinal tract in the first year after gas- 
troenterostomy, but in 45 per cent, significant bleeding 
did not occur until ten or more years later. Recurrent 
hemorrhages were quite common. 

In the majority of instances, bleeding subsequent to 
gastroenterostomy was found to be due to gastro- 
jejunitis or gastrojejunal ulcer. Seventy-two per cent 
of the series studied had one of these two entities as 
the underlying cause. The authors also suggested that 
many of 22 other patients, the cause of whose bleeding 
was listed as undetermined, would have been found to 
have gastrojejunitis or gastrojejunal ulcer, had a lapa- 
rotomy been performed. Less frequent causes reported 
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by other writers were unhealed gastric and duodenal 
ulcers, erosive gastritis and jejunogastric intussuscep- 
tion. Only duodenal ulcer was encountered as a cause 
in this series. 

The authors emphasized the facts that bleeding fol- 
lowing gastroenterostomy may be of greater magnitude 
than had been recognized previously, and that it may 
occur as a late sequela. (Ann. Surg., 144: 950, 1956.) 


Postoperative Staphylococcal Pneumonia 


KetrcuaM and Brancato reported an epidemic of post- 
operative staphylococcal pneumonia, due to a carrier. 
The patients were all over 50 years of age. The opera- 
tions were repair of a hiatus hernia, gastrectomy, cecos- 
tomy, and transurethral resection respectively. All pa- 
tients developed bronchopneumonia during their con- 
valescent period. Three of the four patients died. 
Staphylococci were cultured from the lungs at autopsy 
in these, and from the sputum in the surviving case. 
The organisms isolated were resistant to penicillin, 
streptomycin, tetracycline, oxytetracycline, and were 
sensitive to erythromycin, chloramphenicol, and baci- 
tracin. 

Epidemiologic studies were carried out, including: 
(1) seeking out carriers of potentially lethal organisms; 
(2) taking air cultures from the operating and recovery 
rooms; and (3) culturing the different implements used 
in the administration of anesthetics. A few colonies of 
the “hospital strain” were isolated from two surgical 
wards. It was also isolated in large numbers from the 
nares of the night nurse in the recovery room. Signifi- 
cant staphylococci were not isolated from the other 
personnel or materials studied. 

The schedule of the recovery room night nurse for 
the past eight months was reviewed. She had nursed 
each of the major cases for a period of at least eight 
hours. The incidence of staphylococcal pneumonia 
quickly subsided when this nurse was removed from 


patient contact. (Arch. Surg., 73: 965, 1956.) 


Management of Wounds of the Heart 


MaynarD and his coworkers reported the results of 
treatment of 43 wounds of the heart, at the Harlem 
Hospital, during the four-year period from 1951 to 
1955. More than 60 per cent of the patients had ad- 
ditional serious wounds. Pericardial aspiration was em- 
ployed in a number of cases for the diagnosis and 
treatment of cardiac tamponade, but in the authors’ 
hands it did not prove to be an effective procedure. 
Frequently, although little blood was found on aspira- 
tion, clotted blood was encountered at operation. 
Moreover, a few patients who died with massive hemo- 
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thorax, revealed at autopsy a minimal or practically 
nonexistent hemopericardium. It was thought in these 
cases that the lethal factor was not the hemopericar- 
dium, but loss of blood. 

For these reasons, all but one of the patients re- 
ported were treated surgically except ten who died be- 
fore operation could be performed. 

The operation was performed through the left chest 
wall except in one case. A left thoracotomy was carried 
out through an intercostochondral incision in the 
fourth space, with section of the third, fourth and fifth 
cartilages just beyond the sternal border. Only from 
three to five minutes were allowed for the thoracotomy 
and exposure. Parietal bleeding, usually slight, was 
ignored on entering the chest, but was controlled 
meticulously on closure. Following cardiorrhaphy the 
pericardium was left widely open, and the chest was 
closed. 

There was a mortality rate of 25 per cent in the 32 
patients operated upon. In addition, nine patients died 
in the emergency room and one on the way to the 
operating room. Of the eight surgical deaths, five died 
in the operating room due to anesthesia, aspiration of 
vomitus or blood loss. One died after local anesthesia 
had been started, due to massive hemothorax. Two 
died during the postoperative period of persistent shock 
or hepatorenal failure. (Ann. Surg., 144: 1018, 1956.) 


Splenectomy in Mediterranean Anemia 


ReemtsMA and Elliott reported their results in the 
treatment of 25 cases of Mediterranean anemia. In 13 
of the patients the spleen was removed, in 12 it was not. 

The characteristics of Mediterranean anemia, or 
Cooley’s anemia, were described as small stature, 
muddy yellow discoloration of the skin, a Mongolian 
slant of the eyes, prominent frontal bossae and malar 
eminences, and hepatosplenomegaly. Blood studies re- 
vealed increased resistance of erythrocytes to hemo- 
lysis, anisocytosis and nucleated red cells. Bone mar- 
row hyperplasia was common. The anemia was regarded 
as being due to an inherited defect in pigment metabo- 
lism, characterized by a failure to synthesize adequate 
amounts of adult hemoglobin. Previous authors had 
demonstrated that the life span of transfused normal 
erythrocytes was decreased in patients with the severe 
form of the disease, indicating a type of hypersplenism. 
The authors determined the presence or absence of 
hypersplenism in their patients by a study of the trans- 
fusion record and by repeated determinations of the 
hemoglobin, platelet and leukocyte levels. 

Immediately following splenectomy all patients 
showed a decreased need for transfusion, but over a 
peviod of years, the blood requirement increased in 
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most cases. The best long-term results occurred in 
somewhat older patients, who showed evidence of hy- 
persplenism. The poorest results were in children 
under the age of 4, in whom hypersplenism was not 
apparent, 

Twelve of the 13 patients subjected to operation 
survived for a minimum of three years. Six of these 
eventually succumbed to progressive disease in the 
next ten-year period. (Ann. Surg., 144: 909, 1956.) 


Blood-Group Frequency and Pituitary Tumor 


Mayr AND AssociATEs showed that there is an unusual 
distribution and frequency of ABO blood group in pa- 
tients having chromophobe adenoma of the pituitary 
gland. The variations of the adenoma patients from the 
controls are statistically significant (see illustration 
below). 

Although no one knows why carriers of blood-group 
O should be more susceptible to abnormal growth of 
the chromophobe cells of the pituitary and carriers of 
blood-group A less susceptible, the new findings fill a 
place in the broad investigation of mechanisms for dis- 


ease. (Science, 124:932, 1956.) 


DISTRIBUTION AND FREQUENCY 
OF ABO BLOOD GROUPS IN CHROMOPHOBE 
ADENOMA OF PITUITARY AND CONTROLS 
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Salmonella Enteritis 


Nine caszs of salmonella enteric infection were observed 
by Waddell and Kunz in patients who previously had 
been subjected to operations on the stomach. This 
group accounted for 26 per cent of the salmonella in- 
fections in adults diagnosed in the Massachusetts Gen- 
eral Hospital during 1954 and 1955. 

Relative or absolute achlorhydria and rapid emptying 
of food into the small intestine immediately after inges- 
tion and its rapid transit through’ the small intestine 
into the colon were considered possible explanations 
for the salmonella infection. Other changes, such as 
altered normal bacterial flora or hydrogen-ion concen- 
tration in the intestine, may be equally significant. Re- 
gardless of the cause, the authors postulate that after 
major gastric surgery, patients may be susceptible to 
enteric pathogens that under more normal circum- 
stances would never have become established. (New 


England J. Med., 255 :555, 1956.) 


Idiopathic Pericarditis 


Rakov reports a case of severe acute nonspecific idio- 
pathic pericarditis in which spectacular clinical im- 
provement ensued within 18 hours after the institution 
of cortisone. Although this disease is usually self-limited 
and the clinical course favorable, requiring only symp- 
tomatic treatment, the patient described was acutely 
ill with profound toxic constitutional response, justify- 
ing the use of more vigorous therapy. 

Theoretically, in such a nonspecific disease, corti- 
costeroids would suppress the sterile local inflamma- 
tory action, mitigate the toxic systemic symptoms, and 
preclude fibrosis of the pericardium. Adversely, such 
therapy inhibits specific antibody response, but this 
apparently plays a minor role in the sterile inflamma- 
tion. Furthermore, short-term oral cortisone therapy, 
such as was used in this case, would obviate latent 
hazards. (Arch. Int. Med., 98:240, 1956.) 


Hemorrhage from Peptic Ulcer 


Cun followed a group of patients who were known to 
have had at least one acute hemorrhage due to peptic 
ulcer, and determined their rates of subsequent hem- 
orrhage and death over a period of years. The data in- 
dicate that a patient had chances of about one out of 
three of having a second hemorrhage within five years 
of his first one, if he lived and no operations were per- 
formed. The chances were two out of three that he 
would have a third hemorrhage within five years after 
his second. 

The chances of having these repeated hemorrhages 
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did not appear to have been affected by the age of the 
patient. The mortality risk of subsequent hemorr]i: ges 
did not seem to be much different from that of the {irst 
hemorrhages, but the mortality from first hemorrhia yes, 
and possibly from succeeding bleeding episodes as 
well, was higher in older than in younger persons. The 
patient with the poorest prognosis was the one who 
had had at least two bleeding episodes (because of the 
increased likelihood of subsequent hemorrhages) and 
was over 50 years of age (because of increased risk for 
older persons dying from individual hemorrhages). 


(New England J. Med., 255:973, 1956.) 


Serum Lactic Dehydrogenase 


Tue determination of serum levels of glutamic ox- 
aloacetic transaminase was introduced as an aid in the 
differentiation of myocardial infarction and pulmonary 
infarction or embolism. This test is based on the knowl- 
edge that heart muscle is rich in transaminase and on 
the assumption that necrosis of the muscle liberates 
significant amounts of the enzyme into the blood where 
it can be measured. However, according to White, 
three main drawbacks to this determination exist: ab- 
normal serum levels of transaminase persist only 24 to 
72 hours after the infarction occurs ; some patients with 
unquestioned infarcts of limited extent do not have ab- 
normal serum levels of the enzyme; and the method is 
technically quite laborious. 

Since heart muscle is also rich in many other en- 
zymes, the author reports the evidence that serum 
levels of lactic dehydrogenase (LD) are of great help 
in the diagnosis of myocardial infarction. There were 
no known false-negative results with the LD deter- 
mination, and this cannot be said for transaminase 
values. After myocardial infarction, serum levels of 
LD remained elevated for periods considerably longer 
than those for transaminase. One reason for the longer 
persistence of abnormality of LD may be that serum 
levels of LD rise considerably higher than those of 
transaminase after tissue damage. If one can assume 
similar disappearance of each enzyme, it would be ex- 
pected that LD would be the last to return to normal. 

LD is widely distributed throughout the body. In 
addition to the myocardium, skeletal muscle, liver, kid- 
ney, brain and many tumors contain considerable 
amounts of the enzyme. Necrosis of these tissues is pre- 


sumably different from necrosis of heart muscle, and 
liberation of enzymes from necrotic tissue is not depend- 
ent on infarction as a causative mechanism. Any cause 
of tissue destruction, whether from infection, trauma, 
infarction or carcinoma can be associated with abnor- 
mal elevation of LD. Pregnancy will also elevate this 
enzyme. 
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Like the erythrocyte sedimentation rate, C-reactive 
protein determinatioy and other nonspecific means of 
detecting tissue damage, measurement of serum LD 
provides nonspecific means of demonstrating tissue 
breakdown. Because of nonspecificity, abnormal re- 
sults must be interpreted with due regard for the clini- 
cal situation. (New England J. Med., 255:984, 1956.) 


Treatment of Rheumatic Fever 


Roy anD Masset found that large doses of adrenal 
cortical steroids were more effective than small doses in 
the treatment of acute rheumatic fever. There were 47 
theumatic children who received large doses of hor- 
mones for an average of 14 weeks. A comparable group 
of 41 children were treated with relatively small doses 
for an average of six weeks. Effectiveness of treatment 
was judged by the frequency with which significant 
cardiac murmurs disappeared completely. 

Although the subgroups of patients were relatively 
small, it seemed that two factors had a definite influence 
upon the effectiveness of hormone therapy. These were 
the size of the dose and the time at which treatment 
was started after onset of rheumatic fever. Thus, early 
treatment and large doses of hormones had significant 
advantages (see illustration at right). (Circulation, 
14:44, 1956.) 


Tuberculin Testing 


In summarizing the results of surveys of tuberculin 
sensitivity in various parts of the country, Furcolow 
concluded that widespread tuberculin testing has ad- 
vantages for the community and the health department, 
for the physician, and for the individual. These ad- 
vantages can be outlined as follows: 
A. Community and health department. 
1. Comparison of local rate of infection with 
that in other places. 
Focalization of tuberculosis problem: 
a. In certain sections of the community. 
b. In certain racial groups. 
c. In certain geographic regions. 
B. Physician. 
1. Assistance in diagnosis of chest disorders. 
2. Knowledge of prior testing essential to in- 
terpretation of newly found positive test. 
C. Individual. 
1. Reassurance inherent in negative test. 
Furcolow advocated wider use of surveys for tuber- 
culin sensitivity. For practical purposes, he stated that 
it would be desirable to conduct such surveys in uni- 
form groups—perhaps at ages 6, 12 and 18. (Am. J. 
Pub. Health, 46: 1064, 1956.) 
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FREQUENCY OF COMPLETE DISAPPEARANCE 
OF ALL SIGNIFICANT MURMURS 

20 WEEKS AFTER BEGINNING OF THERAPY 
WITH ADRENAL CORTICAL HORMONES 
(ACTH OR CORTISONE) 


Interval in days 1 te 7 8 to 14 15 to 42 Above 42 
between onset 


of rheumatic fever and beginning of therapy. 


Surgery in Hemophiliacs 


Jones and Knighton reviewed the problem of necessary 
surgery in hemophiliac patients, with special reference 
to surgery of the nervous system. They presented three 
cases of hemorrhage into the brain or spinal cord, which 
were treated sucessfully for varying periods of time. 
All patients eventually died, two of recurrent cerebral 
hemorrhage, and one of hemorrhage from the gastro- 
intestinal and urinary tracts. 

The authors pointed out that, aside from exsanguina- 
tion, the greatest danger in hemophiliacs is pressure by 
a hematoma on some vital organ. If the operative site is 
exposed so that local hemostasis, pressure, and the ap- 
plication of hemostatic substances can be employed, the 
chance of stopping the bleeding is good. Where organs 
are deeply situated in a cavity, or are themselves hcl- 
low, the problem becomes difficult. The central nervous 
system, they stated, is relatively superficial, and, except 
for the ventricular system, is relatively solid. Pressure 
on a vital part of the nervous system must be prevented. 
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In one of the cases reported, the anterior fontanelle 
was opened and packed with gauze to control bleeding. 
By gradual removal of the pack it was possible to pre- 
vent further hemorrhage. 

The authors stressed the importance of using other 
methods of controlling hemophiliac bleeding. These in- 
cluded irrigation of the wound with antihemophiliac 
serum globulin, transfusion with fresh blood, electro- 
cautery, cold pressure applications, and dermal homo- 


grafting. (Ann. Surg., 144:1029, 1956.) 


Volkmann's Ischemic Contracture 


Ir Is now generally agreed that Volkmann’s ischemic 
contracture results from major arterial obstruction in 
the arm or forearm. The limb becomes painful, cold 
and cyanotic. There is loss of motor function because 
of necrosis of muscles and resultant fibrosis and flexion 
deformity of the fingers. 

Lipscomb reviewed the features of Volkmann’s is- 
chemic contracture in 92 patients seen at the Mayo 
Clinic from 1935 through 1954. The causes for the 
complication were as follows: 


Supracondylar fracture of the humerus — 44 cases 
Fracture of both bones of the forearm — 18 cases 
Fracture of the shaft of the humerus — J7cases 


Severance of a major artery or arteries 
as the result of lacerations or gunshot 


wounds — 
Dislocation of the elbow — 4 cases 
Miscellaneous conditions — 12 cases 


It was Lipscomb’s opinion that the ischemic con- 
tracture could have been prevented in 61 per cent of 
the cases by using methods that are presently available. 
He is convinced that the contracture is not caused by 
tight casts and dressings, although these may aggravate 
ischemia. He believes that arterial injury or severe 
arterial spasm is present invariably. 

The author notes that the main artery or arteries 
are much less likely to be damaged if fractures or dis- 
locations about the elbow are reduced promptly. Of 
course, the act of reduction may cause injury to the 
artery. When there is evidence that the circulation has 
been impaired, and a factor of external compression 
can be discounted, immediate action is necessary. In 
particular, if pulselessness is accompanied by pain, 
pallor, and paralysis, the artery and nerves in the ante- 
cubital fossa should be explored at once. When Lip- 
scomb discovers a damaged segment of artery, he resects 
it. If a segment of artery is in spasm and does not 
appear damaged, it also should be resected when the 
spasm is not relieved by bathing the artery with an 
isotonic solution of sodium chloride and with a solution 
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of procaine hydrochloride and by infiltration of the 
stellate ganglion with procaine. If the brachial ariery 
has been ruptured, the antecubital fossa musi be 
opened immediately and the ends of the artery ligated. 

For severe compound fractures with associate is- 
chemia, Lipscomb advocates the following routine : 

1. Cleansing and débridement of the wound with ex- 
tension of the incision into the fascial planes so as to 
release any intrinsic compression of the muscles or of 
the arteries. 

2. Inspection of the entire course of the radial and 
ulnar arteries in the forearm as well as the lower part 
of the brachial artery, with arteriectomy if necessary. 

3. Delayed closure of the wound. 

4, Primary reduction of the fracture or fractures. 

5. Application of a bulky type of dressing. 

6. Block of the stellate ganglion. 

7. Injection of a 5 per cent solution of alcohol by 
slow continuous intravenous drip. 

8. Heating of all of the body except the injured ex- 
tremity. 

9. Avoidance of elevation of the injured extremity. 

A similar procedure is advocated for contusing and 
crushing injuries of the forearm when the circulation 
appears to be in jeopardy. (Surg., Gynec. e& Obst., 
103: 353, 1956.) 


Estrogen Therapy of Atherosclerosis 


OnE experimental approach to treatment of coronary 
atherosclerosis has entailed administration of large 
doses of estrogen substance for long periods of time. 
Such treatment is based on the fact that estrogens have 
been shown to alter the abnormal serum lipid patterns 
toward normal adult values. 

Robinson and his coworkers emphasize that this 
method is still in the experimental stage. Their own 
investigations have been based on that premise. 

The authors gave a daily oral dose of mixed con- 
jugated estrogens (Premarin) to a group of men who 
had survived myocardial infarction. The average dose 
was 10 mg. a day (range: 5 to 20 mg.). Twenty of the 
patients were carefully studied before and at intervals 
up to one year after initiation of therapy. Comparable 
patients were given a placebo, to serve as a control 
group. 

The estrogen therapy had the expected effect on the 
abnormal serum lipid patterns. Adtenal and thyroid 
function remained normal as testicular function became 
depressed. Sexual potency gradually declined and fi- 
nally disappeared. The testes became small and fibrotic. 
However, the basic masculine psychologic traits were 
not changed. 

Gynecomastia was a regular consequence of the treat- 
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ment. Since this was distressing to many patients, the 
investigators have adopted a policy of surgical removal 
of the rudimentary male breast tissue before starting 
the treatment. (Circulation, 14: 365, 1956.) 


Abdominal Injury from Safety Belt 


Kutowski and Rost reported a case of intra-abdominal 
injury due to contusion caused by the braking effect 
of the safety belt in an automobile accident. The pa- 
tient, a 34-year-old trooper, was injured when the car 
he was driving collided with a truck that cut into his 
lane of traffic. He applied the brakes very hard just 
before the impact. This, and the impact itself, pro- 
duced a moderately severe contusion of his abdomen 
against the belt. The accident occurred shortly after he 
had eaten a heavy meal. 

For about an hour after the injury, the patient had 
no symptoms and went about his business. Later he 
experienced lower abdominal pain and tenderness and 
his abdomen became moderately distended. These 
symptoms disappeared, but returned periodically for 
the following three months. Because of their persistence 
a laparotomy was performed. A firm adhesion of the 
terminal ileum to the right pelvic brim was found, with 
sharp kinking of the intestine and evidence of obstruc- 
tion. The adhesion was divided, and the patient’s con- 
valesence was uneventful. The authors thought that 


INCIDENCE OF RHEUMATIC FEVER 


Total number of cases of rheumatic fever 


1949 
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the primary injury could have been caused either by 
contusion through pressure from the belt, or by inertial 
localized hemorrhage and subsequent inflammation. 
The first explanation seemed more likely. 

It was emphasized that in spite of the contusion that 
it caused, the safety belt may have prevented even a 
fatal injury from the crash itself. (Arch. Surg., 73: 970, 
1956.) 


Incidence of Rheumatic Fever 


In rue City and County of San Francisco, a Rheumatic 
Fever Registry maintains a current report of all cases 
of active rheumatic fever in patients up to the age of 
21 years. Robinson presents an analysis of statistics 
maintained by the Registry regarding the changing 
incidence of rheumatic fever. 

There has been an appreciable decrease in the num- 
ber of active rheumatic fever cases in the ten years 
from 1946 to 1955, and in particular from 1949 on 
(see chart below). There has been a much slower de- 
crease in the number of cases of recurrent rheumatic 
fever. However, after an educational program for phy- 
sicians and the public regarding the use of prophylactic 
drugs for the prevention of recurrences, a sharp drop 
in the incidence of recurrences was noted in 1954 and 
was maintained through 1955. (J. Pediat., 49:272, 
1956.) 
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Mechanical Blood Vessel Suturing 


Anprosov of Moscow has described a mechanical de- 
vice for the rapid suturing of blood vessels, and has 
reported its successful employment in a number of 
cases. The apparatus permitted the anastomosis of 
arteries by holding the everted vessel ends in close 
approximation, while tantalum clips were applied auto- 
matically. The vessel was occluded for the short period 
of time required for the anastomosis. 

The author reported the use of this instrument in 
the suturing of a variety of vessels of different sizes. 
Grafts were inserted in arteries to bypass aneurysmal 
sacs, and traumatic vessel lacerations were closed. 

An ingenious method for replacement of the esopha- 
gus affected by stricture, or by malignancy, was reported. 
A segment of small intestine was employed to bridge 
the space between the pharynx and the stomach. 
Utilizing a Roux-Y type of union, a segment of small 
intestine was exteriorized under the skin of the chest 
wall, and anastomosed to the esophagus in the neck. 
In order to maintain adequate blood supply for the in- 
testine, a radicular artery of the latter was sutured to 
the internal mammary or gastroepiploic artery, using 
the mechanical suturing clamp. In 11 cases the mesen- 
teric vessel of the mobilized intestine was anastomosed 
to the internal mammary artery. In eight of these the 
operation was performed in two stages. The author 
reported that, in all cases, it was possible to maintain 
normal blood supply in the intestinal segment and to 
prevent its necrosis. (Arch. Surg., 73: 917, 1956.) 


Anal Fissure 


Brossy emphasized that detailed knowledge of the an- 
atomy of the anal canal is important in the treatment 
of anal fissure. In sections of the sphincter, he demon- 
strated that the internal sphincter is a long muscle, 
which contributes more than had formerly been recog- 
nized to the mechanism of anal control. Since this mus- 
cle extends downward below the pectinate line, it often 
underlies anal fissures. 

Brossy described operative treatment of anal fissure 
under local anesthesia. He stated that the internal 
sphincter muscle should be incised posteriorly until 
the fascia surrounding it is visualized. He indicated 
that the incision should be made through the fissure 
itself if possible but that this is not necessary if the 
muscle is adequately divided. Cases were described in 
which, with incision of the sphincter posteriorly, even 
anterior fissures healed readily. 

The author stated that there have been no instances 
of anal incontinence following this procedure, but that 
several weeks were often required for complete healing 


130 


of the incision. Among the advantages of the operition 
were included the facts that pain is relieved iminedi- 
ately and that the operation can be accomplished «is an 
outpatient procedure. 

The author stated that conservative treatment should 
be attempted first in all cases, and that the older ex- 
cision method of therapy should still be retained in 
selected patients. (Ann. Surg., 144: 991, 1956.) 


Risks of Aortography 


LeseuNE-LEDANT of Liege evaluated the dangers of 
aortography with special reference to paraplegia with 
sphincter paralysis. He found these complications to 
be independent of the type of contrast material em- 
ployed. 

In experimental animals paraplegia was found to be 
more common when the aortography was carried out in 
the dorsal decubitus position. It was especially frequent 
when moderate pelvic compression was employed. 
When the ventral decubitus position was used, without 
pelvic compression, no further instances of these com- 
plications occurred. These experimental results were 
compared with clinical cases of a similar nature. 

The author called for great prudence in the use of 
aortography, especially in patients with severe vascular 
lesions of the lower limbs and pelvis. (Bull. Soc. Internat. 
Chir., 15:415, 1956.) 


Intestinal Obstruction in Acute Pancreatitis 


Moore reported a case of acute hemorrhagic pancrea- 
titis which produced a closed loop type of high, small 
intestinal obstruction. The patient was a 39-year-old 
man who was hospitalized because of sudden, acute, 
upper abdominal pain. As physical examination re- 
vealed board-like rigidity of the abdomen, the latter 
was explored with a diagnosis of perforation of a duo- 
denal ulcer. Acute hemorrhagic pancreatitis was found. 
The lesser omental sac was distended with bloody fluid 
which was drained through the foramen of Winslow. 

Six weeks after operation the patient was read- 
mitted to the hospital because of cramping upper ab- 
dominal pain. A flat x-ray film of the abdomen showed 
a distended loop of small intestine. Re-exploration re- 
vealed a large inflammatory mass occupying the body 
and tail of the pancreas. In this was a loop of jejunum, 
the proximal and distal ends of which were occluded 
by the mass. The loop was freed with difficulty, and 
the obstruction was relieved. 

Although obstruction of the splenic flexure had been 
reported by other writers, the author was not able to 
find a report of a similar instance of high intestinal 
obstruction. (Arch. Surg., 13: 977, 1956.) 
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Salicylates and Gastric Hemorrhage 


KELLY OBSERVED three patients in whom repeated 
episodes of upper gastrointestinal bleeding seemed 
clearly related to salicylate medication. The hemor- 
thages were not due to hypoprothrombinemia—a 
known salicylate effect. It seemed probable that a local 
effect on gastric mucosa, either directly or by an in- 
crease in gastric acidity, accounted for peptic erosion 
and bleeding. 

As a result of that experience, Kelly examined the 
hospital records of 49 cases of unexplained upper 
gastrointestinal hemorrhage. There were 16 instances 
in which salicylate therapy had been in progress for 
other conditions when the bleeding occurred (see dia- 
gram at right). He believes that there is also plausible 
support for the idea that reactivation of a peptic ulcer 
is sometimes related to ingestion of salicylates. Indeed, 
he suggested that the “seasonality” of peptic ulcer 
may be related to the prevalence of illnesses (colds, 
influenza) for which aspirin is commonly taken. (Am. 


J. M. Sc., 232: 119, 1956.) 


Occurrence of Thyroid Nodules 


NopuULAR GOITERS were detected by Slater in 2.6 per 
cent of 1,249 patients, 6 years of age and over. Clinically 
solitary nodules were found in 1.6 per cent of the sub- 
jects, and 1 per cent had multinodular glands. The fre- 
quency of nodular goiters was 4.5 per cent in the women 
in this series, compared with only 0.9 per cent in the 
men. 

Among the reasons given for the greater number of 
adenomatous goiters in women are the stresses attend- 
ant upon menstruation, pregnancy and the :. ‘opause. 
The absence of nodules in the premenstrual group in this 
series is consistent with this proposition. However, the 
incidence of nodules is almost the same in those women 
who have never been pregnant (5.9 per cent) and in 
those women who have had one or more pregnancies 
(5.3 per cent), which is not what one would expect if 
pregnancy were a causative stress. (Arch. Int. Med., 
98:175, 1956.) 


Therapy of Degenerative Arthritis 


Recocnizinc that factors other than therapeutic had to 
be considered as favorably influencing the course of 
degenerative arthritis, Traut and Passarelli attempted 
to determine the placebo factor as a subtle source of 
error in appraisal of treatment results. One hundred 
eighty-two patients with degenerative arthritis received 
placebo tablets from four weeks to 26 months. Fifty- 
nine per cent were improved. The placebo tablets were 
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of most benefit in patients with the mildest degree of 
arthritis. Most of the failures were in patients with the 
severest complaints and findings. Coincidentally with 
the decreased pain came increased motion and de- 
creased swelling of involved joints. 

Patients often reported lessening of symptoms within 
minutes or hours after swallowing a placebo tablet, and 
immediate relapse on ceasing to take the tablets. About 
one-half of the patients initially relieved by placebo 
tablets later complained that the tablets did not help 
them. It was usually not possible to re-induce the pla- 
cebo effect either by increasing the number of tablets 
or the frequency of their administration. 

Patients receiving placebo often volunteered that 
they slept better, their bowels moved more regularly, 
or their heads felt clearer. On the other hand, some 
complained of ringing in the ears or nausea similar to 
that induced by aspirin. More women than men were 
benefited and the percentage of Negro patients respond- 
ing to placebo tablets was only slightly greater than the 
percentage of white patients. The Negroes also re- 
sponded quantitatively more intensively than the white 
patients. 

Seventy-seven patients with degenerative arthritis 
not improving with placebo tablets were given subcu- 
taneous injections of saline solution. This group in- 
cluded patients initially not responsive to placebo tab- 
lets as well as patients immediately improved by pla- 
cebo tablets but later relapsing while taking them. The 
response to the injected placebo practically duplicated 
the percentage improved by placebo tablets. This is the 
more remarkable, since this group, composed of pa- 
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tients found initially to resist the placebo effect of tab- 
lets and of patients for whom placebo tablets had lost 
their effect, might be assumed to contain a high per- 
centage of placebo resistors. In some instances the 
usual procedure of injecting the saline solution under 
the skin of the arm was changed to place the injection 
close to or in the affected part. This change in location 
often increased the effectiveness of the procedure. 

In all chronic illness, and especially in rheumatic 
disorders, the psyche plays an important symptomatic 
role. Through the psyche, desirable and undesirable 
effects upon the course of disease may be enhanced or 
even induced. It should be more generally appreciated 
that there is a placebo effect in all treatment of any con- 
scious patient regardless of his complaint or disease. 
(Arch. Int. Med., 98:181, 1956.) 


Spontaneous Pneumothorax in Newborn 


SPONTANEOUS PNEUMOTHORAX indicates the presence of 
air in the pleural space without obvious cause such as 
infection or surgery. Mantle pneumothorax is a small 
pneumothorax in which the roentgenogram shows the 
lateral border of the lung roughly parallel to the thoracic 
wall. Alternating pneumothorax is the appearance of 
gas first in one pleural space and later in the other, 
while in bilateral pneumothorax, it appears simultane- 
ously in both pleural spaces. Proved tension pneumo- 
thorax is characterized by contralateral shift of the 
mediastinum, widening of the homolateral intercostal 
spaces, depression of the homolateral diaphragm and 
release of gas under pressure during thoracentesis. 

Using these definitions, Howie and Weed have re- 
viewed the reports of spontaneous pneumothorax in 
the neonatal age group and present nine cases of their 
own. A careful study of the criteria employed for the 
diagnosis yields a probable incidence of spontaneous 
pneumothorax in the newborn of about 0.07 per cent. 

In the authors’ cases, all except one infant had onset 
of respiratory symptoms within the first 12 hours of life. 
Six of the nine had complicated delivery, two being 
delivered by Cesarean section. Four patients fulfilled 
the criteria for tension pneumothorax. Three of these 
survived following thoracentesis with continuous un- 
derwater drainage for periods of two to four days. Four 
patients did not have aspiration. Three of these sur- 
vived, one died before it could be performed. In all 
surviving infants, the pneumothorax had disappeared 
within four days. Etiologically, several cases supported 
the sequence of pulmonary interstitial emphysema fol- 
lowed by mediastinal emphysema and rupture of the 
mediastinal pleura. 

The authors emphasize the value of prompt aspira- 
tion and continuous drainage for all patients showing 
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evidence of increasing or tension pneumothorax. Of 
course, aspiration will have no effect on the primary 
pathology if it be pulmonary interstitial emphysema, 
hyaline membrane disease or aspiration pneumonia, 


(J. Pediat., 50:6, 1957.) 


Danger of Bat Bite 


Bats that inhabit the United States are entirely of the 
insectivorous variety. They usually do not attack 
humans unless they are molested. Rarely, however, 
they may make an unprovoked attack. 

Burns and his associates call attention to the danger 
of rabies resulting from the bite of a bat. The authors 
have identified the rabies virus in bats captured in their 
native habitats in the southwestern United States. It 
is assumed that the virus has appeared in these in- 
sectivorous mammals as a result of migration to and 
from Mexico. In that country they may encounter and 
become infected by rabies-harboring vampire bats. (Am. 
J. Pub. Health, 46: 1089, 1956.) 


Esophageal Stricture Due to Clinitest 


Curnrrest tablets contain dry sodium hydroxide and 
may be expected to cause thermal and chemical eso- 
phageal burns if ingested, just as in the case of ordinary 
lye ingestion. 

Canby reports the cases of two nondiabetic children, 
ages 2 and 3, who ingested Clinitest tablets. There have 
been no previous reports of Clinitest ingestion in chil- 
dren. In neither case did the attending physician rec- 
ognize the nature of the potential damage. In both 
cases, six weeks after ingestion, moderately severe high 
esophageal strictures resulted. (J. Pediat., 50:68, 1957.) 


Plasma Lipid Mobilizing Factor 


A NATURALLY occurring lipid mobilizing factor (LMF) 
has been found in human plasma dialysate. Zarafonetis 
and his colleagues have extended the studies on this 
material and demonstrated its probable hormonal na- 
ture. 

Following a control period, daily intravenous injec- 
tions of 1.0 to 10 mg./kg. LMF in patients was followed 
by significant elevations in plasma cholesterol, total 
fatty acids and phospholipids. These remained elevated 
for one to two weeks after LMF injections were dis- 
continued. Urinary cholesterol increased fourfold fol- 
lowing administration of LMF, while fecal and urinary 
nitrogen excretion decreased. In fasting subjects, as 
little as 0.0012 mg. of a purified crystalline product of 
LMF given intravenously raised plasma lipids two- t 


threefold. (J. Lab. e> Clin. Med., 48:961, 1956.) 
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Diabetic Drug 


(New York Academy of Sciences Conference on Effects of 
Sulfonylureas and Related Compounds in Experimental 
and Clinical Diabetes, New York, Feb. 15.) Totsuta- 
MIDE or Orinase, one of the new oral diabetic drugs, 
can successfully replace insulin in 50 to 75 per cent of 
the nation’s diabetics. “‘Orinase’s success in the ju- 
venile group is so rare it can be considered zero. But 
in the age group between 20 and 40 years of age, it will 
be successful in one out of three patients; and in the 
age group from 40 years on, it will be successful in four 
out of five patients.”” Among 700 patients treated for 
periods up to a year, nearly half could discontinue 
insulin entirely.—Dr. Henry Dotcer, Sinai Hos- 
pital, New York. 


Teamwork 


(American College of Surgeons’ Sectional Meeting, New 
Orleans, Feb. 5.) ANTICANCER DRUGS will be combined 
with surgery in new experiments aimed at preventing 
cancerous cells from escaping the site of surgery and 
causing metastases. Drugs will be employed both dur- 
ing surgery and postoperatively, with patients’ per- 
mission. Twenty-five surgeons in nearly a dozen states 
will participate in the program. Drugs will include 
thio-TEPA, TEM, nitrogen mustard and radioiso- 
topes.—Dr. I. S. Ravpin, Philadelphia, chairman, 
Clinical Studies Panel, Cancer Chemotherapy National 
Committee. 


Apathy Toward Health 


(New York State Medical Society, New York, Feb. 19.) 
“MAN DOES NOT JuST DIE; he usually kills himself” by 
neglecting his health. ‘tHe fails to live within his re- 
sources of strength, both physical and mental. He 
doesn’t take a day-by-day concern for his own well- 
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being. Even doctors are guilty of this.”” No one can be 
apathetic about his health if he wants to live long, 
happily and free from disease. ‘Today medical prog- 
ress is far ahead of the public’s willingness to seek 
medical attention or help. Unless the public catches 
up with medicine and science and uses the facilities 
available, medical progress will bring only a fraction of 
the benefits possible."—Dr. Dwicut H. Murray, 
president, American Medical Association. 


VD Increase 


(American Social Hygiene Association announcement, 
New York, Feb. 13.) Reportep cases of infectious 
syphilis and total syphilis increased in the U. S. last 
year for the first time since 1948. A national survey 
finds VD rates rising in 19 states and teenage VD in- 
creasing in 11 states and 18 cities. Control programs 
are termed inadequate in 35 states and 32 cities. 


Proteins in Adolescence 


(Conference on Protein Nutrition, sponsored by the New 
York Academy of Sciences and DuPont Company, New 
York, March 1.) Onset of sexual maturity in early 
adolescence imposes a great nutritional strain on chil- 
dren because of growth demands, and also possibly 
because of hormonal effects. The National Research 
Council’s recommended protein allowances for adoles- 
cents should be revised upward. Protein, at least half 
of it of high quality, should comprise 15 per cent of an 
adequate caloric intake for teen-agers. “Many parents 
think that once they push or pull their children 
through the oatmeal-on-the-head, cereal-in-the-eye, 
nerves-on-end stage of eating, their food problems are 
over. Nothing could be further from the truth. Left to 
themselves, teen-agers often will not consume ade- 
quate amounts of high-quality proteins.”—Dr. JoserH 
A. Jounston, Henry Ford Hospital, Detroit. 
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Stamp Collector Detective 


(Chicago Medical Society, Chicago, March 7.) Tue 
YOUNG WOMAN suffered daily dizzy spells. Allergy tests 
showed sensitivity to sweet potatoes—but she ate them 
only once or twice a year. A consulting otologist, whose 
hobby was stamp collecting, recalled that muscilage 
on postage stamps is made from sweet potatoes. The 
girl was licking stamps every day. A sponge pad cured 
the dizziness.—Dr. Gorpvon D. Hooptr, Syracuse 
Medical College. 


Backache and Posture 


(Ibid, March 5.) THe BEST PREVENTIVE of backaches is 
proper posture. A firm bed to prevent sagging of the 
body is helpful at night; so are correct seating, intelli- 
gent use of legs and arms, and physical exercises of 
the proper type. Frequent occurrence of backache is 
related to mechanical weakness of the vertebral 
column, at the point of the intervertebral disk. ‘‘Ana- 
tomical studies of the spine show that degenerative 
changes appear in the disks at an early age and are 
rarely absent after the age of 30. They occur most 
commonly in the lower lumbar joints and are thought 
to be due more often to wear and tear of daily effort than 
to injury.”—Dr. Pur D. Wuson, New York. 


Arthritis Aid 


(Ibid, March 7.) PREDNISONE or predenisolone can 
benefit many patients who no longer are given relief by 
hydrocortisone. When therapy was changed to these 
derivatives, ‘the immediate results were favorable in 
58 of 70 patients. As therapy was continued, the num- 
ber of patients showing adequate improvement gradu- 
ally diminished, but at the end of six to nine months, 
rheumatic control remained satisfactory in 47 per 
cent.”—Dr. Epwarp W. Botanp, Los Angeles. 


Metabolic Heredity 


(National Vitamin Foundation, New York, March 5.) 
Herepiry may determine the way an_ individual 
metabolizes fats, carbohydrates and proteins. This 
could have bearing upon obesity and atherosclerosis. 
“Evidence is accumulating that an individual in- 
herits a characteristic metabolic pattern just as he 
inherits the color of skin, hair and eyes. In our 
studies with highly inbred strains of mice, we have 
taken as our basic premise that an animal’s genetic 
makeup determines its endocrine balance which in 
turn establishes its metabolic pattern.” On diets con- 
taining 50 per cent fat, three mouse strains consumed 


enough extra calories to become obese at age 3 months, 
and one strain remained lean. Real differences ap- 
peared in the metabolic pattern of protein utilization 
in the four strains, as well as inherited differences in 
food intake.—Dr. Paut F. Fenton, Brown University. 


Sex Hormones 


(American Cancer Society announcement, Boston, March 
1.) Curicat and laboratory observations show that 
human ovaries produce female hormones long after the 
menopause. The findings cast doubt upon advisability 
of removing ovaries after menopause, as is sometimes 
done to prevent development of uterine fibroid tumors 
and cancers. The natural ovarian hormones are more 
effective in keeping women looking and feeling young 
than synthetic hormones and so should be retained as 
long as possible. Exceptions are cancer of the breast 
or endometrium.—Drs. Henry M. Lemon and H. H. 
Wor, Boston University School of Medicine. 


Stomach Distress 


(International College of Surgeons, Mexico City, Feb. 
27.) PATIENTS’ INDIFFERENCE to intermittent stomach 
distress is responsible for many peptic ulcer opera- 
tions. Surgery could be avoided if patients were treated 
properly in incipient stages of the disease. Early recog- 
nition “‘can only be accomplished by prompt consulta- 
tion with the family physician when the first symptoms 
appear. ‘Indigestion,’ as evidenced by ‘sourness,’ 
belching, distress in the pit of the stomach and re- 
curring episodes of gnawing, are danger signs which 
must be heeded. If these signs recur frequently, they 
are almost positive proof of the presence of gastritis 
which heralds the coming of an ulcer.” —Drs. HEIsquol 
N. Gonzates and Pup S. Kune, San Antonio. 


New Nervous Disease 


(Practitioner’s Society, New York, Feb. 18.) AN APPAR- 
ENTLY NEW DISEASE of the nervous system has been 
detected in infants. Appearing normal at birth, the in- 
fants deteriorate mentally in a few weeks or months, 
and later die. A most characteristic feature of the dis- 
ease is a strong odor, resembling that of maple sugar, 
in the urine. The first case was described in Boston 
about a year ago by Dr. John Menkes, now of Bellevue 
Hospital, and another case was identified recently by 
Dr. Sheldon Miller, formerly of Bellevue. The disease 
is apparently due to an abnormality in metabolism of 
leucine, isoleucine and valine. It possibly might be 
controlled by diet.—Dr. L. Emmett Hott, Jr., New 
York University-Bellevue Medical Center. 
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HOW MUCH FEDERAL AID? 


LOIS LAMME 4 


THE COMPLEX PROBLEM of federal aid to medical educa- 
tion isa current—and recurrent—problem in Congress. 

The administration again is asking Congress to au- 
thorize construction grants for medical, dental, public 
health and osteopathic schools. The grants would help 
pay for facilities for more students, rather than for 
teachers’ salaries and maintenance costs. The House 
Interstate and Foreign Commerce Committee has been 
making a comprehensive study of the problem since 
the last Congress adjourned and is expected to con- 
sider the subject at an early date. The committee’s 
next step will be to draft legislation for introduction 
into Congress. 

Last year the administration sponsored a bill to pro- 
vide for building classrooms as well as laboratory facil- 
ities. The original plan, calling for $250 million for 
construction of both laboratories and classrooms over 
a five-year period, was scaled down by Congress to $90 
million over a three-year period for laboratories only. 
Congress decided it needed more information on the 
financial needs of medical schools as well as on the 
number of medical school applicants. 


President Criticizes Bill 


In signing the laboratory construction bill, the 
President said the law was “‘an important step forward,” 
but criticized it for not providing for construction of 
facilities for training medical scientists. This points to 
what some observers have called a characteristic weak- 
ness in our support of education as well as research—a 
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tendency to put more money into facilities than into 
development and support of people to man them. 

The President recently pleaded with Congress for 
medical school construction grants “to prevent the 
already acute shortage of trained medical manpower 
from becoming critical.”” He recommended combining 
grants for teaching facilities with the recently passed 
laboratory research facilities program, increasing the 
total from $90 million over three years to $250 million 
over five years. 

Senator Lister Hill attacked this as “hardly a good- 
sized drop in the bucket.” He asserted that the medical 
schools really need between $250 and $300 million 
for teaching facilities, above what they now get for 
research facilities. 

Debates on federal aid to education have engaged the 
attention of our legislators for about 30 years. Federal 
aid to medical education has been a topic of intense 
debate and study since World War II. Medical educa- 
tion was in a state of crisis at that time. There was a 
shortage of physicians but increasing demands for 
health services. Schools were hard pressed financially 
and unable to accommodate the numbers of qualified 
applicants who were seeking an education in medicine. 

Advances in scientific knowledge had been so phe- 
nomenal that the existing educational system was sadly 
inadequate. Medical schools, with inadequate financial 
support, simply could not do justice to recent develop- 
ments in many areas, particularly in psychiatry, public 
health, preventive medicine, rehabilitation, industrial 
medicine and some of the sciences basic to medicine. 
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Can’t Realize Potential 


The lag between what was known and what was 
taught was too great, and the public was deprived of 
’ hard-won scientific advances. These advances required 
mere and better trained teachers, complicated equip- 
ment and extensive facilities. Thus, progress has con- 
tributed substantially to the ascending costs of medical 
education. Inadequate financing still is preventing the 
medical schools from realizing their great potential. 

Other problems have compounded the emergency. 
Inflation has lowered the purchasing power of the 
dollar. Expenses have increased out of all proportion 
to income. 

The cost of training a medical student has risen 500 
per cent during the past 30 years. Medical education 
today is four times as costly as general university 
training, largely because of the high teacher-student 
ratio and extensive hospital and laboratory require- 
ments. A physician’s education costs between $12,000 
and $15,000, and only a small part of this amount goes 
for teachers’ salaries. Tuition now provides only a 
third the actual cost of educating physicians. Short- 
age of qualified instructors is another serious problem, 
resulting from low salaries. 

The estimated deficit of United States medical 
schools for the next ten years is $10,000,000 a year. To 
expand enrollments and facilities, the 82 medical 
schools are increasing their operating budgets for 
1956-57 to more than $111 million, an increase of more 
than $13 million over the estimated operating budgets 
for 1955-56. 


Appropriations Grow Larger 


There are six sources of revenue for these mounting 
costs: federal, state or municipal taxes; endowments; 
tuitions; gifts and grants; general university funds; 
and teaching grants from outside sources. The Associ- 
ation of American Medical Colleges has stated that in 
the case of publicly supported schools, income from 
tuition, gifts, grants and endowments is important but 
that city or state tax funds constitute the major sup- 
port. During recent years, however, significant shifts 
have taken place in the relative importance of these 
sources of income. Between 1940—41 and 1947-48, the 
gross income from tuition increased slightly, that from 
gifts, grants and endowments decreased slightly, while 
that from appropriations increased markedly. Per- 
centagewise, the association says, all sources of income 
decreased, except that from appropriations, which in- 
creased over the seven-year period from 50 to 76 per 
cent. 

Endowments were easy to secure in the 20’s and were 
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sufficient to carry the schools through the depres.ion 
of the 30’s. During the war, and immediately t/\ re- 
after, G.I. payments kept the schools running. Since 
then, however, medical departments have bee: in 
trouble. 

“The publicly supported schools must depend inore 
and more upon the appropriation of public funds,” the 
AAMC observed. “As for the privately supported 
schools, present trends are such that as income from 
tuition, gifts, grants and endowment decreases, their 
only alternative is to continue to ask their parent uni- 
versities for larger and larger support from general 
funds.” 


Industry Boosts Contributions 


Aside from the government, the only real source of 
funds is the public. The big source of public revenue 
is from industry; and although industry has increased 
its philanthropic contributions tremendously, the 
$425,000,000 that corporations spend this way each 
year represents less than 1 per cent of profits. Eight 
million of this sum goes to higher education, and all 
indications point to future increased spending. In- 
dustry is discovering that it has a real stake in the well- 
being of the country as a whole and therefore a real 
interest in education. The worker’s health status is 
improved. And the medical schools afford research and 
training that benefit the entire nation. 

This closer relationship between business and medi- 
cine is being encouraged by the National Fund for 
Medical Education, founded in 1951 to seek contribu- 
tions from business and other segments of society. In 
1956, more than 1,700 corporations gave medical 
schools, through the NFME, almost $2,000,000 in un- 
restricted gifts. When the Fund started six years ago, 
fewer than 100 companies gave $183,725. However, 
Colby M. Chester, chairman of the Fund’s Committee 
of American Industry, frankly says that no industry is 
supporting medicine as it should. 

The NFME works in cooperation with the American 
Medical Association’s American Medical Education 
Foundation which was organized several years ago to 
obtain funds from the medical profession. AMEF con- 
tributions are paid to the medical schools through the 
National Foundation. Since 1951, the two agencies 
have distributed $9,598,491.48 to the nation’s medical 
schools, and both organizations have grown during the 
past year. 

Still other millions of corporation money have 
reached the schools as direct gifts, student scholarships 
and research fees. In December, 1955, the Ford Foun- 
dation allocated $90 million to privately supported 
medical schools as endowment to aid them strengthen 
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Dr. Franklin D. Murphy, chancellor of the University of Kansas and 
former dean of the University of Kansas School of Medicine, identi- 
fied three general areas in which the federal government might help 
the nation’s medical schools. These are research, physical plant 
and operating budgets for instruction and maintenance. The chancellor 
believes that the government has not only a proper role but an 
obligation in funding research. He would approve federal funds for 
physical plant construction only it there is a measurable need which 
cannot be resolved by regularly constituted authority. Dr. Murphy did 
not endorse government help for medical schools’ instruction and 
maintenance operating budgets. He believes that existing mech- 
anisms can adequately take care of this need, and that federal help 
in this area would set a dangerous precedent for other branches 
of the universities. 


their instruction. Some observers predicted that the 
Ford grants would knock the underpinning from the 
argument for federal support. 


RESEARCH 


Still More Help Needed 


However, despite business investments in medical 
education and other gifts, the magnitude of the prob- 
lem is such that many medical schools are in favor of 
requesting federal aid. A few, however, still oppose it. 
Dr. Dean F. Smiley, secretary of the Association of 
American Medical Colleges, recently said, ‘We do not 
see how there is any danger of federal domination if 
the federal grants are limited to construction of needed 
teaching and research facilities. Increased operating 
costs will have to continue to be met by calls upon local 
industry and local philanthropists.” 

The AMA agrees with the AAMC in the general re- 
quest for federal aid as long as it is limited to one-time 
grants covering half the construction costs. 

Both House and Senate committees held hearings in 
1955 on identical bills for a five-year program of aid 
to medical schools for construction, expansion and 
partial maintenance, with an authorization of $50 
million a year. The bills provided that up to two-thirds 
of new school construction cost would be supported 
by the government, and up to one-half of existing 
school costs; if an existing school increased its fresh- 
men enrollment 5 per cent over the last year, it also 
could get up to two-thirds. The AMA endorsed these 
bills in the belief that an emergency condition exists in 
the medical schools. However, the association proposed 
dropping out the 5 per cent enrollment incentive, 
which they believed might induce schools to take in 
more students than they are equipped to handle 
properly. The AMA also urged that the proposed ad- 
visory Medical Education Council include six “leading 
medica! authorities” and specialists in finance and 
construction. Neither the House nor the Senate Com- 
mittee completed action on the bills. INSTRUCTION 
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Some Doctors Resist 


The official AMA stand on these bills was not unan- 
imous. At the 1956 annual session of the AMA dele- 
gates in Chicago, Texas doctors urged the association 
to rescind its approval of Senator Lister Hill’s bill, 
S. 1323, described above. The Texas doctors said the 
bill was “‘a major step toward the complete socializa- 
tion of medical education and practice in this country.” 

Dr. Lewis A. Alesen, Los Angeles, asserted that the 
AMA endorsement of “bricks and mortar” for medical 
schools is inconsistent and represents a hauling down 
of the AMA flag. ‘Once subsidies have been begun,” 
he said, “the next step is to increase those subsidies 
until finally all freedom is gone.” 

Academy Member Dr. R. B. Robins, Camden, Ark., 
said, “Down in Arkansas, three institutions have 
accepted this kind of money. And they have recently 
been told by the courts that these institutions have to 
accept certain doctors on their staffs because they were 
supported by government funds.” 

A different point of view was expressed by Dr. Louis 
H. Bauer, New York City: ‘As far as medical educa- 
tion is concerned, we are faced with a critical situation. 
Our medical schools must have funds. They are not 
getting them in sufficient quantity. I hope we will be 
able to raise sufficient funds to protect the academic 
standards in our schools. But I don’t think there’s a 
Chinaman’s chance of our getting enough money for 
the schools to extend their facilities from the bricks- 
and-mortar standpoint. That money is going to have 
to come from somewhere. If we don’t get it, not only 
will the government come in and give money to build 
medical schools; it will give money to control the 
academic curricula of our schools. 


Matter of Necessity 


When interviewed recently, Dr. Franklin D. Murphy, 
chancellor of the University of Kansas and former 
dean of the University of Kansas School of Medicine, 
said that he believes resistance to federal aid is still as 
great as it ever was in the educational field. 

“I think the medical deans would prefer to get their 
operational funds from sources other than the federal 
government but of course if they can’t, they will 
naturally plan to get them from the federal govern- 
ment.” 

Dr. Murphy summarized his own beliefs on the prob- 
lem: “I believe the federal government’s position in 
money matters is to provide aid only when the problem 
is national in scope and when regularly constituted au- 
thority at a lower level can’t solve the problem. I am not 
a believer in the federal government’s being a busybody. 
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There has to be some sense of local responsibili:\ , or 
this great complex country of ours isn’t going to work. 
However, the federal government has a right, anc per- 
haps even an obligation to act, when the regularly con- 
stituted local authorities can’t handle the problem.” 


Defines Federal Role 


Chancellor Murphy outlined three general areas in 
which medical schools are involved in which the goy- 
ernment might have a role to play: 

**1. Research: I think that the federal government has 
not only a proper role but an obligation in funding re- 
search. What we are interested in is expanding the 
body of medical knowledge, so that what is done in 
Utah is quite as significant to the citizens of New York, 
and vice versa. If the American people have a stake in 
new medical knowledge, then the one instrument 
through which all of them act, the United States gov- 
ernment which represents them, also has a stake. It is 
truly a national problem. 

**2. Physical plant: If there is a measurable need and 
if this need cannot be resolved by regularly constituted 
authority, namely, in private schools by gifts and en- 
dowments and in case of state schools by adequate state 
appropriations, this is the next most logical field for the 
federal government to move into.” 

Dr. Murphy elaborated by citing two “cautions” in 
connection with government aid to physical plants: 

‘fa. An objective analysis should be made of the di- 
mensions of the need before Congress appropriates the 
money. 

“*b. If the federal government goes into a construction 
program for medical schools, they should do so with 
the knowledge that they are setting a precedent in edu- 
cational financing, because it is my guess that almost, 
if not as great, a critical need can be demonstrated 
for construction in engineering and technology. And 
certainly the public interest today in these scientific 
times requires quite as much attention to engineering, 
physics, chemistry and mathematics as it does to medi- 
cine. 

**3. Operating budgets for instruction and maintenance: 
I do not believe that any satisfactory case has been 
made to the present that existing mechanisms cannot 
adequately take care of this need. Take note of the Ford 
Foundation grant of recent date and of substantial ap- 
propriations by the states for state supported medical 
schools. Finally, take note of the fact that in the absence 
of federal money for this purpose, new medical schools 
are being established, existing medical schools have 
been expanded and the production of doctors has been 
increasing. Also, take note of the very healthy dey elop- 
ment of the National Fund for Medical Education. 


GP Volume XV, Number 4 


ite 


“Finally, if at the present time, the federal govern- 
ment were so foolish as to get into providing funds for 
operations for medical schools, they would be setting a 
devastating precedent for operation of other branches 
of universities, because again it must be noted that if 
medical education is in a crisis financially speaking, it 
is then equally true that a number of other aspects of 
higher education are in quite as vigorous a crisis.” 


Local Obligation Tremendous 
Dr. Murphy emphasized: “Of course, the federal 


government, in my judgment, should not be in this op- 
erational phase, but this puts a tremendous obligation 
on the medical profession and others who believe as I 
do, to assert themselves at the local level to see that the 
state legislatures provide adequate sums of money. 

“Clearly, the national welfare requires that we pro- 
duce enough good doctors. Unless these doctors are 
willing to battle in their respective legislatures for the 
funds that the medical schools of that state need, they 
are indirectly encouraging the federal government to 
move in; and in the same way, unless the National Fund 
for Medical Education continues to grow, unless the 
individual doctor is willing to make his personal con- 
tribution, there will be a weakening of the financial base 
and the federal government will move in.” 

Speaking philosophically, Dr. Murphy said, “I be- 
lieve that most of the things that have reverted from 
local governments to the federal government have done 
so not because the federal government came out and 
grabbed them but because of inaction of the local gov- 
ernment. Nature abhors a vacuum, you know.” 

The Commission on Financing Higher Education (an 
independent body sponsored by the Association of 
American Universities and financed by grants from the 
Rockefeller Foundation and the Carnegie Corporation) 
protested against federal aid to medical education in 
1951, stating that “if medical education should be di- 
rectly subsidized, there is every reas6n why other edu- 
cational programs might also wish to demand support.” 
The commission believed such a course would be dan- 
gerous to the intellectual heritage of freedom and diver- 
sity which characterizes American higher education. 


NEA Seeks Federal Help 


On the other hand, many educators, led in part by 
the National Education Association, for many years 
have urged the federal government to support public 
schools. Almost each year for the last 30 years, legisla- 
tion has been introduced calling for federal aid. | 

On the political front, there seems to be a close re- 
semblance between President Eisenhower’s pattern for 
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federal aid and that advanced by Democratic lawmakers 
in the most recent sessions of Congress. Senator Lister 
Hiil, chairman of the Senate Labor and Public Welfare 
Committee, in discussing the health needs of the nation, 
has said, ‘‘We can and we must preserve the independ- 
ence and freedom of our hospitals and the freedom of 
the individual doctor, for only insofar as American 
medicine remains free and uncontrolled and unregi- 
mented shall we continue the marvelous progress which 
has been made in American medicine.” 

Both the 1956 Republican and Democratic platforms 
called for federal assistance to medical schools. The 
Republicans proposed “‘federal assistance to help build 
facilities to train more physicians and scientists,” which 
corresponds to the “bricks and mortar” approach of the 
lab facilities bill passed by the last Congress and the 
Eisenhower aid to medical education bill that was not 
enacted. The Democratic plank stated, more generally, 
‘We pledge ourselves to initiate programs of federal 
financial aid, without federal controls, for medical edu- 
cation.” 

Marion B. Folsom, secretary of the Department of 
Health Education and Welfare, has said the adminis- 
tration will continue to press for legislation to include 
teaching as well as research facilities and will seek to 
increase the grants and lengthen the program. The 
secretary believes that construction of more medical 
schools is vital for training personnel needed to carry 
on the research drive which is now believed to be on 
the frontier of some important disease conquests. 


Physician Supply Controversial 


The supply of medical manpower in the nation, one 
of the key factors on which federal aid plans are hinged, 
is a controversial subject. Pros and cons of the subject 
have been argued at length, and vigorously. For many 
years, critics of the AMA have accused that organiza- 
tion of raising medical educational standards to delib- 
erately curtail the number of graduates. One of the 
more serious recent charges regarding physician short- 
age was voiced last May by Dr. Dominick F. Maurillo, 
chairman of the New York State Committee on Licenses 
of the Board of Regents of New York State. Dr. Maurillo 
asserted that the present policy of limiting the number 
of students in medical schools here should be examined 
by Congress. 

Spokesmen for the American Medical Association 
emphatically deny that their organization has officially 
endeavored to control the number of physicians gradu- 
ated. They say they have merely advised against 
medical schools’ admitting more students than their 
faculties or facilities could possibly justify for proper 
education. 
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AMA officials stress that medical education in this 
country is superior to that found anywhere else in the 
world, largely as a result of vigorous efforts of the AMA, 
working in conjunction with other interested organiza- 
tions. ‘It is not a coincidence,” said one spokesman, 
“that the improved standards of medical care in the last 
half century followed the elimination of substandard 
medical schools and diploma mills which had been until 
then releasing their graduates in large numbers.” 

The AMA now points to a record enrollment in 
1955-56 of 28,639 students in 76 approved four-year 
schools and six schools which provide the first two 
years of medical training. The population of the nation 
has approximately doubled during the period 1900 to 
1954, whereas student enrollment in medical schools 
has increased by 125.8 per cent. 


More Applicants Now 


The Journal of Medical Education reported in Decem- 
ber, 1956, that for the first time in six years, the number 
of medical school applicants has shown a slight but 
definite increase, and the trend is expected to continue. 
Also, seven more schools will be graduating physicians 
by 1963. Estimated projections of admissions and grad- 
uates of all approved medical schools by 1960 show that 
from 7,300 to 7,500 physicians should be produced 
annually. The 82 medical schools this year are training 
more physicians than ever before and are also teaching 
57,273 other students—physicians in continuation 
courses, interns, residents, technicians, nurses and 
other health personnel. 

Dr. Melvin A. Casberg, Austin, Tex., gave some per- 
tinent conclusions on the problem of physician shortage 
at the annual session of the Missouri State Medical As- 
sociation in April, 1956: “Warnings of the serious 
shortage of physicians is a debatable question and one 
whose pros and cons have been argued at quite some 


length by men equally qualified and equally familiar 
with the same series of statistics. Both sides are agreed 
that there is a mal-distribution of physicians and that 
a migration from metropolitan centers to rural areas 
would relieve the situation to a degree. Certainly the 
mass production of doctors is not the answer to the 
question, for what is needed are more competent phy- 
sicians, not just more physicians.” 

It was Dr. Casberg’s opinion that areas of medical 
personnel shortages will continue to exist regardless of 
the total number of people trained in the medical sci- 
ences. “The reasons for these specific shortages will 
vary considerably,” he said, “from that of the rapid 
development of a particular specialty field to the simple 
matter of economics. Inducements, not only financial 
but also opportunities and facilities for research, have 
led many a young scientist from the somewhat spartan 
paths of academic life to the economic security of in- 
dustry.” 

The whole complex field will be further illuminated 
when the legal counsel of the House Committee on 
Interstate and Foreign Commerce has finished compil- 
ing information for a report to the committee. This 
thorough study will measure all dimensions and all 
facets of the problem. 

With both political parties pledged to action in this 
field and President Eisenhower urging additional funds 
to help pay for medical school construction and equip- 
ment—with the cautious AMA endorsement for medi- 
cal school construction aid and the majority of medi- 
cal school deans favoring this course—the question 
would seem to be “Show far the government should go.” 


In publishing this review of fact and opinion on a highly con- 


“troversial question, GP implies neither approval nor disapproval 


of government aid for medical education. The policy making bodies 
of the Academy have not enunciated an official statement on the 
matter.—PUBLISHER 


WHAT OTHERS ARE SAYING... 


Optimistic Forecast 


“TRAINING of the general practitioner in the residency 
years will improve in a few years to the level of that in 
the specialties.” That was the prediction of Dr. Edward 
H. Leveroos, director of the AMA Council on Medical 
Education and Hospitals in a recent address at the Uni- 
versity of Michigan Medical School. 


“Residency training of the general practitioner is not 
one of general practice versus specialties,” said Dr. 
Leveroos. “The question involves the level of training. 
There will be no problem when general practitioner stu- 
dents are given a place on resident staffs. After this, the 
limits of hospital specialty privilege given general prac- 
titioners, such as surgical privileges, must be determined 
by the man’s training and not the fact that he is a G.P. 
There is no defense of arbitrary exclusions from hospital 
staffs on the basis of being a general practitioner.” 
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Why are there not separate standards for small hospitals ? 
We feel there should be a set for hospitals of less than 
100 beds. 


The commissioners of the Joint Commission on Ac- 
creditation of Hospitals believe there is only one set of 
standards for quality care. Acknowledgment of a double 
standard, one for large and one for small hospitals, is 
unthinkable. 

The standards are principles and should be used as 
such. Small hospitals must adopt the necessary me- 
chanics and procedures to carry out these principles. 
Hospital people must not try to place exact quantitative 
measures on quality; it cannot be done. It is the ap- 
plication of the principle that is important. Small hos- 
pitals can achieve this as well as large ones. 


Does the small hospital need the five essential committees 
(executive, credentials, joint conference, medical records 
and tissue) ? 


With a small staff, the committees may be combined, 
with one committee having several duties, or the staff 
may even operate as.a committee of the whole. In the 
combination, however, the functions of the five com- 
mittees must be carried out. These adaptations should 
be recorded in the minutes. 


Can you send us bylaws, rules and regulations for a small 
hospital? Your suggested model, “Principles for Estab- 
lishing Medical Staff Bylaws, Rules and Regulations” is 
for relatively large hospitals. 


No, there are not separate bylaws, rules and regula- 
tions for small hospitals. Karl S. Klicka, M.D., chair- 
man of the American Hospital Association committee 
that is currently reviewing the bylaws of the Joint Com- 
mission on Accreditation of Hospitals for possible rec- 
ommended revision, notes that “in an effort to prepare 
a suitable model of medical staff bylaws, rules and reg- 
ulations, it was only natural that the form presented 
would be that which would apply to a staff in medium 
size and large hospitals.” 

“Small hospitals, ranging from ten to 75 beds, with a 
medical staff ranging in size from one to 20, may find it 
difficult to apply all of the recommendations contained 
in the current JCAH bylaws,” Dr. Klicka said. ‘The 
assurance of quality of medical care is the obvious in- 
tent of the bylaws of the medical staff and they should 
exist in every hospital, regardless of the size of that 
hospital. 

“Detailed staff categories, standing committees and 
depart mentalization may be inapplicable to the smaller 
hospit:, The smaller hospital is advised to organize its 
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ACCREDITATION PROBLEMS 


KENNETH B. BABCOCK, M.D. 


These questions and answers were prepared 


Dr. Kenneth B. Babcock, director. 
They provide authoritative answers to questions 
concerning accreditation. 


staff to the extent that it can follow these recommenda- 
tions but to disregard the extent to which the recom- 
mendations may go. For example, a small staff may act 
as a committee of the whole to carry out the functions 
of all required committees. Recommendations regard- 
ing appointments, responsibilities and consultations, 
should apply to all hospitals regardless of size, for in 
these areas lie the fundamentals establishing the privi- 
leges and responsibilities of each and every physician 
on the medical staff, and setting forth the authority of 
the board of trustees of the hospital. 

“It is important to emphasize the general ‘Statement 
of Principles’ on pages 2 and 3 should serve as the basic 
guide for the formulation of bylaws, rules and regula- 
tions of all hospitals. Simple bylaws covering these 
principles should suffice for the smaller hospital.” 


Has the Joint Commission on Accreditation of Hospitals 
ever advised a hospital’s governing body to install the so- 
called “‘Columbus Plan’’ as a method to assure the gov- 
erning body that physicians on the staff are not engaging 
in the division of fees ? 


No—never. 


In hospitals operating surgical residency programs, is the 
Joint Commission concerned with the rules regarding sur- 
gual assistants ? 


Yes, the commissioners of the Joint Commission are 
concerned but not in the way implied in the question. 
Our standards say, ‘“There will be a physician assistant 
present at all major operations.” A special reference 
was made to this in our Bulletin No. 8 of March, 1955, 
on page 4. 
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Does the surgeon have authority to select his assistants or 
must he use the surgical residents even though he may pre- 
fer to have another practicing physician ? 


It is not specified whom this physician will be. Where 
there is an educational program for surgical residents 
in a given hospital, it is my feeling that the hospital 
medical staff itself should evaluate the situation in order 
to fit the greatest need and serve the greatest good in 
that hospital. In the eyes of the commission, the ques- 
tion of who should assist would be one purely for local 
determination. We say, ‘“There will be a physician as- 
sistant.” 


Many of the large hospitals have established rules that only 
a staff member limiting his practice to obstetrics may deliver 
a patient. In evaluating a hosjital for accreditation, does 
the Joint Commission consider such rules, and are they ac- 
cepted as being in the interest of the patient ? 


The answer to the above question has to be qualified. 
The commission has never adopted a policy along this 
line, and has never been requested to do so. The com- 
mission believes that rules and regulations for the staff 
should be made at the local level, so far as possible. If 
such rules or regulations detract from the quality of 
professional work in the hospital, or are not to the best 
interests of the patient, I am sure the commission would 


consider adopting a policy. 


The American Academy of General Practice suggests that 
in short-term general hospitals the staff provide a sponsor- 
ship plan whereby new physicians to the community and the 
young physicians on the staff may demonstrate their abilities 
under supervision of senior staff members. In some hos- 
pitals, Academy members have been told that such a spon- 
sorship program is not acceptable to the Joint Commission. 


Are the Joint Commission’s field representatives instructed 


to discourage sponsorship plans ? 


The word “sponsorship” is unfortunate and leads to 
misunderstanding. The commissioners feel that any ap- 
plicant, except under unusual circumstances, for a 
medical staff position should serve a temporary or pro- 
bationary period to prove his acceptability. During this 
period, he will be observed and should not be given 
permanent staff status until the staff is satisfied with 
the acceptability of his work. 

The Commissioners of the Joint Commission have 
never considered “sponsorship plans.” If by sponsor- 
ship is meant preceptorships, the commissioners nei- 
ther approve or disapprove. They feel that on the medi- 
cal staff of each individual hospital rests the right and 
the responsibilities to pass dn the qualifications and 
privileges of its members according to their best judg- 
ment. Each physician will be judged on his merits, his 
training, his observed and proven abilities. Sponsorship 
does not enter into the picture. 


In determining a short-term general hospital ’s qualifica- 
tions for accreditation, would the fact that the staff bylaws 
or rules limit active staff membership to certified specialists 
or board qualified specialists be considered cause for non- 


accreditation ? 


At the present time, no. However, here again the 
commission has never adopted a policy along this line 
and has as yet never been requested to do so. To my 
exact knowledge, this problem is presently being inves- 
tigated by a special committee of the American Medical 
Association. I am confident when their findings have 
been properly acted upon that the recommendations 
will be forwarded to the Joint Commission for its 
consideration. 


WHAT OTHERS ARE SAYING. 


No Benevolent Genie 


WHO DOES NOT RECOGNIZE TODAY that the impact of science 
on society is truly overwhelming in importance, and that 
the future welfare, if not the very existence, of human soci- 
ety will depend increasingly upon the public understand- 
ing of science—not so much of the facts or even the con- 
cepts of science as an understanding of what science really 
is and how it yields its results? Scientists deplore the popu- 
lar image of science as a benevolent genie who will provide 
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any gift the Master of the Lamp may demand, or the popu- 
lar conception of scientific method as a sort of “intellectual 
machine that inevitably grinds out ultimate truth in a 
series of orderly, predictably sequential ‘steps,’ with com- 
plete accuracy and certainty” (H. K. Schilling, in a paper 
presented at a meeting of Section L of the AAAS in Atlan- 
ta). Nevertheless, few scientists care to undertake the labor 
of explaining the real nature of science; in fact, but few of 
them take time to think the matter out for themselves. The 
philosophy of science and the history of science are glar- 
ingly neglected by the very practitioners of science itself. 
—Bentiey Guass, Johns Hopkins University, Science, 123: 
3201, 1956. 
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ACADEMY 
RECOMMENDATIONS 

ON GENERAL PRACTICE 
RESIDENCIES 


These recommendations are the product 
of careful study by members 

of the Residency Review Committee 

on General Practice. 

The information contained 

in the principles of organization 

and operation and the sample programs 


ts all new material. 


|. Background and Philosophy 


THE YOUNG PHYSICIAN’S DECISION to enter general prac- 
tice should be based upon a sincere desire to do that 
type of practice, a very broad interest in mankind and 
in the sicknesses of the human race, a superior ability 
to handle people and an extensive, as well as intensive, 
knowledge of medicine. No physician should go into 
general practice simply because he does not have the 
time, money or desire to prolong training for a limited 
specialty. 

The young man or woman who wishes to specialize 
in general practice and who desires to further his medi- 
cal education before entering private practice should 
have a residency program available to him that will ful- 
fill his needs for advanced medical education, thereby 
permitting him to enter into practice on a professional 
par with the physician who elects to specialize in one of 
the narrower branches of medicine. 

Upon graduation from medical school, the young 
doctor is well versed in scientific theory and technical 
knowledge. He must now be given an opportunity to 
acquire experience in the actual mechanics of practice. 
The internship program was originally designed to 
provide this experience but it is believed that with con- 
stantly advancing knowledge and techniques in medi- 
cine, additional training is necessary. 

Great care must be taken to assure everyone con- 
cerned! that the general practice residency will not 
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merely be a period of prolongation of the rotating in- 
ternship. One vital element in this regard is the in- 
creased responsibility and prestige which the resident is 
given, and which inevitably stimulates him to a more 
mature and independent attitude toward his work. The 
emphasis must be on patient responsibility rather than 
on the performance of numerous tasks connected with 
patient care. Additional emphasis must be placed on the 
educational aspects of the program, and the resident 
must have the opportunity to discuss patients and 
problems with informed and stimulating teachers. 

Before entering the residency, the applicant should 
plan his program of training in advance. To help him 
in this, the chief of the residency program, the chief of 
the general practice department, and appropriate speci- 
alty department chiefs should be consulted. Everyone 
concerned should be satisfied as to the soundness of the 
program, and should give their wholehearted support 
to carrying it forward to a successful conclusion. The 
planning of the program should rest largely with the 
applicant and the head of the general practice depart- 
ment or the director of graduate medical education. 

Certain factors are basic to a successful general prac- 
tice residency program, and among these is the resi- 
dent’s need for prestige and dignity comparable to 
residents in other fields. A general practice resident 
must not be in a position of inferiority, but should at all 
tumes be viewed as an equal to other specialty residents. 
He should be assigned services for which he has re- 
sponsibility commensurate with his ability and achieve- 
ments. 

Because general practice is not a well-defined field 
but varies with the location of the physician, as well as 
with his temperament and ability, a rigid program for 
graduate training in general practice is not desirable. 
Therefore, a general practice residency program must 
be flexible to permit the resident some latitude in his 
choice of services. A two-year residency in general prac- 
tice is a desirable minimum. For those who desire fur- 
ther training in a special clinical field, an additional 
year should be encouraged. 

Part of the basic (minimal) general practice course 
should be a one-year service in general medical fields 
(medicine, pediatrics and psychiatry). Whether the 
physician desires to be mainly an internist-pediatrician 
who acts as a personal and family medical advisor or 
whether he expects to do virtually everything in the 
field of medical practice, one cannot avoid the con- 
clusion that he must be well grounded in general 
medicine. 

Most general practitioners are called upon to render 
emergency first aid and take care of traumatic cases. 
For this reason the surgery department should provide 
second-year residents in general practice with at least 
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RESIDENT TRAINING PROGRAM 


= 
*CLINICAL BEDSIDE GENERAL 
CONFERENCES é TRAINING RESPONSIBILITIES 
4 1. Medicine Formal Rounds Admission, Records 
2. Pediatrics ——— & Exam Didactic 
ntern or 
3. Obstetrics- ar Lectures 
Gynecology Journal 
Emergency Orders Club 
4. Surgery by Intern or 
5. Grand Rounds Resident 
(Major Services) Report to Staff 
6. X-ray Member 
7. Clinical Conference between 
Pathologic Staff Physician, 
Ms Correlation Confirmation of 
4 9. Tumor Physical Findings 
10. Morbidity and of Lab 
Fe Mortality and X-ray Reports 


Therapy—Medical, 
Surgical, et cetera 


Disposition 


Chart 1. 


this much training in surgery. In order to do this the 
service should provide for emergency room service, 
orthopedic work relating to the care of fractures, and 
minor and general surgery. Experience in performing 
and assisting at common emergency and elective opera- 
tive procedures should be offered. This does notinclude 
highly specialized procedures such as thoracic, neuro- 
logic, and orthopedic surgical techniques or general 
surgical techniques of an advanced nature. 

An obstetric service must be available at least on an 
elective basis. On this service the resident in general 
practice should be given considerable responsibility for 
patient care and should be introduced (under super- 
vision) to the care of major obstetric emergencies and 
complications. 

Regular conferences and seminars, conducted by 
competent teachers, and adequate laboratory facilities 
are requisites to an adequate residency program. It is 
imperative than an adequate medical library be avail- 
able if the resident is to gain maximum benefit from his 
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* Resident attends to the service to he is 


experience. The conferences should include regular 
x-ray conferences, clinical pathologic conferences, and 
post-mortem registry. 


Il. Principles of Organization and Operation 


After it has been determined that the hospital can 
qualify for a general practice residency program under 
the ‘Essentials of an Approved General Practice Resi- 
dency,” the next step is to secure the full support of all 
major department heads and chiefs of all clinical and 
nonclinical services. A successful program cannot be 
conducted without the cooperation and support of all 
departments and services. The chiefs or heads of de- 
partments and services must be willing to assume re- 
sponsibility of instructing residents. 

A director of the resident program should be selected 
and given the responsibility and authority toadminister 
the program. If the hospital has a director of medical 
education, he is the logical person to administer the 
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program. Second choice is the head of the general prac- 
tice department, and the third is the chairman of the 
intern-resident committee of the staff. 

The director of the program should be encouraged to 
attend graduate educational meetings in the area and, 
if possible, the American Medical Association’s Annual 
Congress on Medical Education and Licensure. 

Since the director of the program will need assistance 
from the administrative office of the hospital, it is im- 
portant that the administrator of the hospital be in- 
cluded in all planning sessions of the program. Again, 
the success of the program will depend to some extent 
on the cooperation and support of the administrator 
and the governing body of the hospital. 


OBJECTIVE OF THE PROGRAM 


It should be clearly understood and agreed by de- 
partment heads and staff members that the objective of 
the general practice residency program is advanced 
education and training of the residents who wish to 
“specialize” in family or general practice. The addi- 
tional services the residents provide will be a benefit to 
the hospital but must be considered as a desirable result 
of a good program, not as the primary objective. 


GENERAL PRINCIPLES 


The attending physician is legally responsible for 


directing the care of his patients and he should assume 
responsibility for instructing the resident in the diag- 
nosis and care of the patient. In emergencies, if the 
attending physician cannot be reached immediately, 
the resident shall call upon the chief of the service in- 
volved or some other member of that service. 

Any hospital with a general practice residency pro- 
gram should make every effort to obtain the cooperation 
of the staff in making all patients available for teaching 
purposes. 


NuMBER OF RESIDENT PosirIons 


The number of residents a hospital could train at any 
one time would depend upon the size of the hospital, 
breakdown of the clinical services, and the length of 
training in each clinical service. For example, if the first 
year of a general practice residency consists of nine 
months of medicine and three months of pediatrics, 
this program could be divided into three medical serv- 
ices and one pediatric service, which would make 
room for four residents. 


Dairy TEACHING 


Each department involved in the program should 
have sufficient qualified staff members able and willing 
{0 assume major teaching responsibilities. General 
practitioners on the staff should be prepared to assume 
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responsibility for making rounds with the resident and 
for taking part in conferences. 

Conferences should be scheduled weekly, bi-weekly, 
or monthly. It is suggested that clinical conferences be 
held weekly ; x-ray conferences, weekly ; morbidity and 
mortality and clinical pathologic conferences, bi-weckly ; 
special conferences, such as tumor, once a month. 


A SUGGESTED OUTLINE FOR ORGANIZING 
AND OPERATING A GENERAL PRACTICE 
RESIDENCY PROGRAM 


First Year or REsmIpENcY: 


Minimum of three months of internal medicine, including 
dermatology, allery and neurology. 
three months of pediatrics, including newborn, 
well baby and contagion. 
It is desirable that a period not to exceed six weeks be available 
for a preceptorship in the office of a practicing general practi- 
tioner, approved by the medical staff of the hospital. 
Suggested Psychiatry and psychosomatic medicine ; obstet- 
Electives: trics; additional training in medicine and/or 


pediatrics. 


Seconp YEAR OF RESIDENCY: 


No service shall be less than three months. Services may be 
selected from any group. Services should be offered in: 
Surgery; orthopedics; obstetrics-gynecology ; ra- 
diology; anesthesiology; psychiatry and psycho- 
somatic medicine ; pathology ; ear, nose and throat ; 
genitourinary; rehabilitation and physical ther- 
apy, or further training in medicine or pediatrics. 
A two-year residency in general practice is a desirable minimum. 
For those who desire further training in one or more special 
clinical fields, an additional year should be encouraged. 


Expranatrory Note 


These suggestions were prepared by the Academy’s representa- 


tives on the Joint Residency Review Committee for General 


Practice. They are only suggestions, not requirements that must 


me be followed in order to obtain approval. 


General practice residencies are approved in the same manner 
as other residencies, by the Council on Medical Education and 
Hospitals of the American Medical Association. A Joint Resi- 
dency Review Committee for General Practice acts for the 
Council and the Academy in the matter of approval. 

The requirements outlined in the “Essentials of an Approved 
General Practice Residency,” published by the Council on 
Medical Education and Hospitals, must be complied with in 
order to obtain approval of a program. 


Figure 1. 
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THREE-YEAR“PROGRAM THREE-YEAR PROGRAM 


First Year* 9 months medicine, may include neurology, al- First Year* Any amount of medicine or 


lergy and/or dermatology. : pediatrics and subspecialties in- 
3 months pediatrics. cluded, with no service being 
: Second Year* 6 months obstetrics-gynecology. less than three months’ dura- 
a 3 months psychiatry and psychosomatic medicine. tion, 
3 months anesthesiology. 
Third Year Elective—Suggestions: Second: Year" 
(Optional) year surgery, including surgical specialties. thee 
year medicine and medical specialties. 4 
1 year pediatrics. 
6 months anesthesiology and 6 months radiology. Third Year - Elective—Suggestions: 
The second year may consist of any of the suggested programs (Optional) Surgery. 
for the third year, but if a third year is planned the above se- Radiology. 
quence is recommended. In the event a resident does not wish to Anesthesiology. 
take the third year all in one service, he may elect to take six Obstetrics. 


months of a major service and three each of two minor services 


Or another term of medicine 
(minor services such as radiology and anesthesiology). 


and pediatrics. 


* Outpatient service throughout the first two years. * Outpatient service throughout the first two years. 


Figure 2. Figure 4. 


THREE-YEAR PROGRAM 


Warp Rounps 


First Year* Medicine and general medical clinic. Under some circumstances, in order to obtain con- 
Second Year* 4 months pediatrics. tinuity of instruction, it may be necessary for the chief 
4 months obstetrics-gynecology. of service to assign one member (i.e., for one continu- 
4 months in small affiliated hospital (with “the ous week) to make daily ward rounds with the resident 


resident acting -” house doctor during his staff and see all of the patients the resident staff is re- 
term in the affiliated hospital). 


Third Year Elective—Suggestions: sponsible for. The assigned staff physician will discuss 

(Optional) Surgery (12 months). freely, away from the patient, the history, physical 

6 months general surgery. examination, clinical and laboratory findings, and the 

E 3 months orthopedic surgery. diagnosis and treatment of each patient regardless of 
rl 3 months genitourinary, E.N.T. and anes- who is the attending physician of that patient. 

thesiology. The principles of medical ethics of the American 

Medicine (12 months). Medical Association as they now or hereafter may pro- 


6 months internal medicine. 
3 months psychiatry and psychosomatic 
medicine. 
3 months pediatrics. 
The suggested programs in the third year may be substituted for 
the second year. For the above two suggestions for elective third 


vide must be strictly observed in a general practice 
residency program. No new orders, or any change in 
the treatment of any patient, are to be made without 
the consent of the attending physician. 

It is advisable for two regular rounds to be made daily 


year, the program should include two or three half-days per week —morning rounds with the assigned ; staff member, 
of general medical clinic. evening rounds before 7:30 p.m. The resident staff shall 

be prepared to state the condition of each patient to the 
"Outpatient service throughout the first two years. staff member and call his attention to any new cases. 


All orders are to be recorded in writing and all history 
and physical examinations are to be completed within 


Figure 3. 12 hours. 
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ill. Essentials of an Approved General Practice 
Residency 


Il. SpectaL REQUIREMENTS 


(Revised by the Residency Review Committee for 

General Practice ; approved by the American Academy 
of General Practice and the Council on Medical Educa- 
tion and Hospitals; and adopted by the American 
Medical Association’s House of Delegates, December 1, 
1955.) 
“Residencies in general practice should be specifically 
designed to meet the needs of graduates intending to 
enter general practice. General practice residency pro- 
grams, following the internship, should provide for 
additional experience and responsibility in those 
branches of medicine that are of primary importance 
to the general practitioner. 

“Duration and Scope of Training. General practice 
residencies should be flexible, both as to content and 
duration, depending upon the special needs of the in- 
dividual resident. It is recommended that residency 
programs be of at least two years’ duration. In a two- 
year residency, the first year should be devoted to gen- 
eral medicine: i.e., internal medicine, the medical spe- 
cialties, psychiatry and pediatrics (including contagious 
diseases). The second year may be devoted to training 
in surgery, obstetrics and gynecology. The surgical 
fields to be covered ordinarily should include general 
surgery, traumatic surgery, fractures and operative 
gynecology. Ary service offered during this second year 
must be of at least three months’ duration. Time devoted 
to general surgery and the surgical specialties should 
emphasize diagnosis, preoperative and postoperative 
care, minor surgery and emergency care but should also 
offer an increasing opportunity to assist with and per- 
form common emergency and elective operative pro- 
cedures. It should be recognized that there is limited 
educational value in this type of residency in assisting 
with highly specialized surgical procedures of an ad- 
vanced nature. There should be a reasonable balance 
between the time allocated to assignment in the operat- 
ing room and other aspects of patient care. 

“Outpatient Experience. An important consideration 
in evaluating a residency program in general practice is 
the availability of adequate experience in the medical 
management of ambulatory patients. Hospitals which 
have no organized outpatient department should pro- 
vide the resident with an opportunity to compensate for 
this deficiency, such as that provided in a home care 
program or preceptorship. 

“General Requirements. Hospitals requesting ap- 
proval for residencies in general practice must comply 
with the general provisions for training described in 
Section I of these ‘Essentials,’ including the principle 
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TWO-YEAR PROGRAM 


First Year* Medicine, including neurology, psychiatry, pedi- 
atrics and other medical specialties. 
Second Year* 4 months surgery. 

4 months obstetrics-gynecology. 

4 months elective—surgery (traumatic, urologic, 
orthopedic, E.N.T.), anesthesiology, radiol- 
ogy, clinical pathology or pathology, or some 
combination of these. 


* Outpatient service throughout the two years. 


Figure 5. 


TWO-YEAR PROGRAM 


First Year* Medicine (12 months). 
6-9 months internal medicine, including 
medical specialties, x-ray and laboratory. 
3-6 months psychiatry and psychosomatic 
medicine and/or pediatrics. 
Second Year* 4 months surgery, including anesthesiology. 
4 months obstetrics-gynecology. 
4 months pediatrics, or 4 months elective if pedi- 
atrics taken in first year—this may include 
an additional service of any of the above. 


*Emergency room and outpatient clinic throughout the two years. 


ONE-YEAR PROGRAM* 


6 months internal medicine, including psychiatry 
and pediatrics. 

3 months obstetrics. 

3 months surgery, with emphasis on diagnosis, 
pre- and postoperative care, and minor 
surgery. 

A one-year program is not looked upon with favor. It is recom- 
mended that a hospital, whenever possible, have a two- or three- 


year program. 


*Outpatient service throughout the year. 


Figure 7. 
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expressed in Paragraph 2, Subsection 1—Staff. These 
hospitals should have at least 2,500 annual admissions 
and should maintain a minimum autopsy rate of 25 
per cent. 

“For those residents desirous of developing addi- 
tional skill in one or more particular fields, the hospital 
is encouraged to provide advanced training beyond the 
second year. 

“Regular conferences and seminars, conducted by 
competent teachers, and adequate laboratory facilities 


are absolute requisites to an adequate residency )ro- 
gram. See Section I-9 of these ‘Essentials’ for a dis: us- 
sion of applied basic medical instruction.” 


IV. Sample Programs 


The following are sample programs, Figures 1 through 
7, solely to help hospitals—not requirements. The 
**Essentials” provide the only official source of require- 
ments. 


Encouraging Reports on Cancer 


END RESULTS of cancer treatment at mid-century indicate 
that about one-third of the nation’s cancer patients are 
being “‘saved” in terms of five-year survival. This fact was 
revealed recently by E. Cuyler Hammond, of the American 
Cancer Society, who had correlated findings from a num- 
ber of institutions and registries. 

The Connecticut Cancer Registry, a statewide, contin- 
uous survey, shows that sites of cancer reflecting the great- 
est increase in survival rates are the large intestine, rectum, 
cervix uteri, corpus uteri, prostate and endocrine glands. 
However, little if any improvement was noted in the rates 
for cancer of the stomach, lung, esophagus, ovary and soft 
tissues. The most conspicuous improvement recorded was 
for localized cancer. For cases with regional involvement, 
there was only moderate improvement, and only slight 
improvement for patients with distant metastases. From 
these reports, it was concluded that cancer therapy is be- 
coming more effective. 

Major progress in cancer research has been made in the 
present half century. The last decade has seen significant 
accomplishments in chemotherapy, advancements in epi- 
demiological studies, and in statistical measurement of 
problems such as lung cancer and its relationship to smok- 
ing and environmental influences. The National Cancer 
Institute has completed comprehensive studies of cancer 
morbidity in ten metropolitan areas of the United States. 

New procedures are being developed for repairing essen- 
tial organs affected by surgery. Better methods of arterial 
transplantation are being developed to use when the large 
blood vessels have been removed in surgery. 

Comparative cell structure studies are attempting to 
demonstrate any major differences between human cancer 
cells and normal cells of similar origin. Improved methods 
of preparing tissues now make possible examination of the 
entire cell structure rather than just the periphery. 


Dr. Charles Cameron, former medical and scientific 
director of the American Cancer Society, says that 30 years 
ago there was the “merest groping” for research leads in 
cancer. Now there is hope that in the future drugs can 
“selectively interrupt” the reproduction and growth of 
cancer cells. Exhaustive cell chemistry studies have made 
it possible to chart how cells synthesize “the stuff” of their 
own reproduction. Thus, Dr. Cameron declared, it should 
be possible in the future to develop drugs that will selec- 
tively kill cancer cells. 

There have been important developments in application 
of the Papanicolaou cytologic test as a case-finding proce- 
dure in large populations. However, Dr. Cameron says 
that 95 per cent of the 16,000 women who die annually in 
the United States from cervical carcinoma could be sal- 
vaged if all women took advantage of cytologic screening 
and if the medical profession had the manpower to inter- 
pret the material. He says there is a prime need for training 
more cytologists. 

The National Cancer Institute is preparing to launch a 
series of tightly controlled clinical trials to develop mass 
screening methods for detecting cancer of the lung, stom- 
ach, intestines and genitourinary tract. The Institute 
hopes to simplify the present complicated techniques so 
that cytologic examinations can be given routinely in 
physicians’ offices, or even in large-scale screening pro- 
grams. Research institutions will be given grants to carry 
out separate trials in the four cancer categories. When 
practical screening techniques have been developed, they 
will be given large-scale trials similar to the Public Health 
Service’s Memphis, Tenn., study of cytology in uterine 
cancer. 

Dr. Cameron has pointed out that despite vast gains in 
public education in cancer, many patients still disregard 
early symptoms of the disease, thus lessening their chances 
of gaining full treatment benefits. He says, however, that 
increased longevity is “the major reason” for the increased 
incidence of cancer. 
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Management of Emotional Problems in Medical Practice. By Samu¢l 
Liebman, M.D. Pp. 152. Price, $5.00. J. B. Lippincott Co., 1956. 


Tus BOOK is based on a series of lectures given by a star- 
studded list of authors. There are nine chapters; four of 
these I consider excellent, four good and one fair. The 
four considered excellent were: The Management of the 
Anxious Patient ; The Management of Emotional Reactions 
in the Male Involutional Period; The Management of the 
Multiple Complainer, and The Management of Overeating, 
Overdrinking, and Oversmoking. The only chapter listed 
as fair was The Depressed Patient. This would have had a 
good rating if it had not been padded with so much un- 
interesting and unrelated historical material. (This the 
reader can readily skip, however, to get the meat out of the 
article.) The remaining chapters, all considered good, were 
Psychiatric Emergencies, The Use and Abuse of Stimu- 
lants, On Avoiding the Production of Iatrogenic Disease, 
and The Utilization of Community Resources in Medical 
Practice. The book is well worth reading, co-ers important 
and familiar problems of the practicing physician, and 
makes stimulating and easy reading. __ 
—Srantey R. Truman, M.D. 


Urology and Industry. By Leonard Paul Wershub, M.D. Pp. 130. 
Price, $5.00. Charles C Thomas, Springfield, Iil., 1956. 


For att concerned with forensic aspects of urologic dis- 
orders, this book may well become a vade mecum. In 130 
pages are compacted the rationale of the legal aspects of 
uropathy and 100 selected illustrative cases. Although the 
material is related to workmen’s compensation acts, the 
legal principles would apply equally to any type of claim 
involving urologic disease. 

For the random reader who never expects to be called as 
an expert witness on a urologic problem, there are nonethe- 
less some nuggets of wisdom: A careful history and com- 
plete investigation are essential as soon as the possibility of 
legal appearance is recognized, to ascertain and preserve 
clues to the diagnosis before they are lost. Moreover, only 
an expert familiar with the underlying pathology should 
Tender ai opinion as an expert witness. 

Most orkmen’s compensation report forms contain ques- 
tons such as, “Was the above mentioned incident in your 
pinion adequate cause for the disorder named? Is there 
any history or evidence of pre-existing disease or injury?” 
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When doctors are not completely sure in their own minds 
that we can answer such questions accurately, an honest 
**T don’t know” is more valuable than a reasonable guess. 
Dr. Wershub gives his opinion, observation, or conclu- 
sion on each of 100 cases in clear, concise fashion. This 
makes the book very readable and likewise stimulates the 
reader to more logical thinking on kindred problems. 
—Daniet M. RoceErs, M.D. 


The Initial Management of Th ic and Th Abdominal Tr 
By Lawrence M. Shefts, M.D. Pp. 121. Price, $6.50. Charles C 
Thomas, Springfield, Ill., 1956. 


THIs MONOGRAPH is not a reference source but rather an 
orderly treatise on management of the wounded patient as 
a whole, as well as his immediately traumatized tissues. 
The author restrains himself admirably in sticking to initial 
management of the patient, a subject of vital importance to 
all physicians. Perhaps the most useful and instructive sec- 
tion of the book is the first part on resuscitation of the 
patient; it contains a most readable and readily under- 
standable exposition of the pathologic physiology and 
pathological findings involved. Aside from such urgent pro- 
cedures as thoracentesis, emergency dressings for sucking 
wounds of the chest, etc., whenever surgical procedures 
are discussed, emphasis is placed on indications and timing 
rather than technical considerations. 

This book is well written and adequately illustrated. The 
final third of the work is comprised of illustrative case his- 
tories with a lucid and enlightening critical comment on 
each. Any physician likely to be called upon for the emer- 
gency treatment of trauma (And in these days of carnage 
on the highways, who is not?) will find himself more sure 
and competent for having read this book. 

—James H. TROLINGER, M.D. 


Handbook of Pediatric Medical Emergencies. 2nd ed. By Adolph G. 
DeSanctis, M.D. and Charles Varga, M.D. Pp. 371. Price 
$6.25. C. V. Mosby Co., St. Louis, 1956. 


THis LITTLE volume is all that is implied by the term “Hand- 
book.”” Many of us who have the first edition foresee it as 
a “standard” for most physicians who do pediatrics. The 
second edition has been brought up to date by addition of 
a chapter on metabolic emergencies, one on respiratory 
paralysis in poliomyelitis and several other items. Inclusion 
of a chapter on accident and poison prevention is an indi- 
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cation of how this most important cause of death and dis- 
ability is finally becoming accented. 

The book is filled with clear, succinct, quickly available 
information about practically every conceivable pediatric 
medical emergency. The discussion includes diagnosis and 
management of each of these emergencies. Any physician 
who is called upon to care for sick children will find him- 
self constantly referring to this handbook if he has access 
to it. —KeirH HAMMOND, M.D. 


The Lung As a Mirror of Systemic Disease. By Eli H. Rubin, M.D. 
Pp. 288. Price, $12.50. Charles C Thomas, Springfield, Ill., 1956. 


The Lung As a Mirror of Systemic Disease is a fascinating 
title, and the book has definite merit as evidently written for the 
clinician or the general practitioner. It approaches the diagnosis 
of disease by, first, the consideration of the general symptoms of 
disease; and secondarily, the roentgen film of the chest. On the 
other hand the radiologist usually attempts to first evaluate the 
roentgen film; and secondarily, to give consideration to the 
systemic disease that may be producing the pathologic findings 
portrayed on the roentgen film of the chest. 

The thesis of the book, together with Chapter 1 and Chapters 
12 to 16, which are presented in rather general terms, is evidently 
intended to give the general practitioner some concept of the 
necessity or desirability of making a roentgen film of the chest 
and the technicalities involved. Chapters 2 to 11 inclusive, with 
a description of certain systemic diseases and with the inclusion 


of the roentgen findings of the chest in these diseases, are really 
the worth while part of the book for either the clinician or 
the radiologist. Herein, cases are presented and the alisolute 
necessity is demonstrated for correlating the general clinical 
symptoms, the physical examination, the laboratory fin«lings, 
and the roentgen examination of the chest to arrive at an ac- 
curate diagnosis. This concept is the real value of the book and 
perhaps the intent of the author. A more complete list of illus- 
trations, to show the similarity of the pathologic findings of the 
various systemic diseases as portrayed by the roentgen film, 
might be even more instructive and convincing to the reader, 
—wW. W. Wasson, mp. 


Head Injuries and Their Management. By F. A. Echlin, M.D. Pp. 
127. Price, $3.00. J. B. Lippincott Co., Philadelphia, 1956. 


Tuis Is a monograph designed to briefly describe the essentials 
in diagnosis and treatment of head injuries. The objective of the 
work has been to make this knowledge easily accessible and of 
practical value to residents as well as practicing physicians. For 
those who desire and need more detailed information, a detailed 
bibliography has been added. 

The author has approached this difficult and complicated sub- 
ject by stating in simple terms what may happen to the head 
and brain following an injury, and how such lesions and their 
complications may be recognized and managed. As one reads 
the book, it is noted that each subject is described very briefly 
with only the essential facts included. There are very few illus- 
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trations in the book and a few more of the kind that are shown 
would help the reader to more quickly grasp the information. 
Since this book was not designed to be a textbook or reference 
work, one must analyze it from a different viewpoint. For the 
busy general physician, it does give a concise statement about 
most of the head injuries he would encounter. 
—GEorcE V. M.D. 


Disease in Infancy and Childhood, 2nd ed. By W. B. Ellis, M.D. Pp. 
710. Price, $10.00. Williams ¢> Wilkins Co., Baltimore, 1956. 


Tus BOOK covers the field of pediatrics, emphasizing those con- 
ditions particularly peculiar to childhood or those conditions 
particularly influenced by the growth process. Beginning with 
history taking and examination, it goes on to cover childhood 
diseases either by systems or by etiologic relationship. Social, 
environmental and constitutional factors in development of 
pediatric conditions are covered in two separate chapters. The 
book is beautifully illustrated, partially in color, and makes a fine 
addition to the library of any doctor who attends children. Its 
discussions are short, to the point, and helpful. 
—Kerrn HamMmonb, M.D. 


Husbands and Pregnancy. The Handbook for Expectant Fathers. 
By Wilitam H. Genné. Pp. 127. Price, $2.00. Association Press, 
New York, 1956. 


As THE SUBTITLE explains, Mr. Genné has written a primer for 
expectant fathers. It explains in simple, concise and under- 


standable language the usual problems and more frequent com- 
plications of pregnancy from the father’s viewpoint. This text 
is not expected to replace the expectant parents’ classes avail- 
able in larger communities. Indeed, as the author intimates, its 
probable best use would be as an adjunct or textbook for such 
classes, formal or improvised. The best use for this book from the 
G.P.’s viewpoint, would be either for distribution to his patients 
or for use as a text for expectant parents’ classes. It would, 
however, have to be supplemented by anatomical charts or 
semidiagrammatic drawings, as it is totally lacking in either. 
The index and list for suggested reading augment the value 
of the book. —Watter T. Gunn, M.D. 


The Head and Neck in Roentgen Diagnosis, Vols. J and II. By 
Eugene P. Pendergrass, M.D., J. Parsons Schaeffer, M.D. and 
Philip J. Hodes, M.D. Pp. 878 (Vol. 1); 1,759 (Vol. Il). Price, 
$37.50. Charles C Thomas, Springfield, Ill., 1956. 


THIS BOOK, expanded to two volumes from the first edition, is 
a magnificent and scholarly work. It has been partly rewritten 
and rearranged and has been greatly extended. It is handsome 
in format and can scarcely be surpassed as an example of fine 
publishing. Many new illustrations are eraployed and the index 
is unusually complete and extensive. An idea of the scope of this 
work may be gained by noting that the table of contents alone 
occupies 36 pages. 

There is practically no condition, whether anomaly, trauma or 
pathologic lesion involving the head or neck in which radiologic 
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diagnosis is useful, which is not extensively treated in these 
volumes. The areas covered include the skull, the brain, the 
cervical cord, the meninges, the facial structure, the sinuses, the 
mandible, the maxilla and the teeth, and the eye and the orbit. 
In the section dealing with the neck, there is treated the larynx, 
trachea, thyroid, the lymphatic structures, salivary glands, the 
pharynx and the upper esophagus. All conditions affecting the 
cervical spine are discussed at great length, and there is a long 
section on tumors and other lesions of the cervical spinal cord. 

Of special excellence are the chapters on pneumoencephalog- 
raphy, ventriculography, and on cerebral angiography; and 
in these there are included detailed discussions of diagnosis of 
intracranial tumors, aneurysms, thrombosis and intracerebral 
hemorrhage. There are 42 pages devoted to the anatomy and 
physiology of the brain. 

This is an extraordinarily comprehensive book, of extreme 
value to the radiologists for whom it was primarily written, 
although many neurosurgeons, neurologists and oral surgeons 
will find it an extremely useful reference work. 

—Lowe S, Goin, M.D. 


The Pathology and Surgery of the Veins of the Lower Limb. By Har- 
old Dodd, Ch.M. and Frank B. Cockett, M.S. Pp. 462. Priec, 
$12.50. E. & S. Livingstone Ltd., Edinburgh, 1956. 


THIs SUPERB monograph was intended mainly for the young 
trainee surgeon. The authors,add, however, that diseases 
of the veins hold interest for every type of physician, and 
certainly their presentation fills the need for a reference 
source. 


The book is divided into three parts, titled respec- 
tively, History, Anatomy and Physiology; Pathology and 
Surgery of Superficial Veins; Pathology and Surgery 
of the Deep and Communicating Veins. The entire text 
is a model of clear, authoritative writing. There are 
abundant illustrations, and instructions on techniques 
are explicit. 

Methods of treatment are soundly based on knowledge 
of altered physiology. The bibliography is remarkably up 
to date. The printer’s work is excellent. The Pathology and 
Surgery of the Veins of the Lower Limb would be a welcome 
addition to the general practitioner’s reference library. 

—Huvuceu H. Hussey, m.p. 


The Merck Manual of Diagnosis and Therapy. 9th ed. Pp. 1,870. 
Price, $6.75. Merck ¢& Co., Inc., Rahway, NJ. 


THE NEW NINTH edition of The Merck Manual of Diagnosis 
and Therapy is now available to physicians and their col- 
leagues in allied professions. 

Authors and consultants for the ninth edition include 
more than 100 leading clinicians in the United States, 
Canada and abroad. They have ably assisted the editorial 
board and staff in the exacting task of presenting the latest 
medical progress and currently accepted practice. With 
much of its contents revised, the new edition of The Merck 
Manual will carry substantially more illustrative material 
than the previous edition. 

More than 1,600 prescriptions are included, embodying 
the most up-to-date medicinal advances. Special procedures 
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described include bedside, clinical, preoperative, postopera- 
tive and office laboratory. 

The new edition contains 378 principal chapters on the 
diagnosis and therapy of diseases. There are 20 main sec- 
tions, each thumb-indexed, covering specific fields of prac- 
tice. —Lots LaMME 


Procedures for Virus and Rickettsial Diseases, 2nd. ed. 
By American Public Health Association. Pp. 578. APHA Pub- 
lication Office, New York City, 1956. 


THESE ARE exciting days in the study of viral and rickettsial 
diseases. The etiology of some common illnesses has only re- 
cently been established, and techniques in virology have even 
ledtothe characterization of viral agents prior to knowledge 
of their clinical manifestations. Presentation of the current 
status of technical diagnostic procedures in this field of 
rapid growth and increasing application, is the objective of 
the volume. It follows the first edition by eight years and is 
completely rewritten, with addition of chapters regarding 
some agents that were unknown and techniques that were 
only in their infancy at the time of the first edition. 

Inall, there are 21 sections, each of which considers a virus 
or closely related group of viruses or rickettsiae. A new chap- 
ter on general principles underlying laboratory diagnosis of 
viraland rickettsial infections, and another that deals with tis- 
sueculturemethods, willorient the readerregarding standard 
procedures and new methods in use. Skin tests, complement 
fixation, hemagglutination inhibition, and neutralization 
tests for antibody are among the procedures discussed. 


The compilation is skillful and concise. The format is not 
rigid, but follows a general pattern which considers clinical 
manifestations, the proper collection of specimens, proce- 
dures for isolation of the virus or rickettsiae, and serologic 
and immunologic methods of diagnosis for each of the agents. 
The references are carefully selected and contain articles of 
lasting value. The clarity of the volume is such that a person 
with laboratory experience could readily implement many of 
the techniques. The clinician will find the detailed laboratory 
procedures excessively long ; but application of the instruc- 
tions and precautions pertaining to collection of materials 
for submission to the laboratory, and the interpretation of 
diagnostic tests, will lead to greatly improved use of 
diagnostic facilities. Although some viral and rickettsial dis- 
eases can be diagnosed clinically, many require laboratory 
confirmation. It is the clinician’s responsibility to decide 
whether laboratory studies should be initiated. Familiarity 
with the second edition of Diagnostic Procedures for Virus 
and Rickettsial Diseases will be of great aid. 

—GEORGE GEE JACKSON, M.D. 


A di hic Interpretation in Congenital Heart Disease. 
> Herbert 1 a Mv, M.D. and Henry S. Kaplan, M.D. 
Pp. 232. Price, $11.75. Charles C Thomas, Spring fieid, IIl., 
1956. 


THIS MONOGRAPH was written by two radiologists who have 
an interest in the clinical as well as radiologic aspects of 
congenital heart disease. Their book reflects this approach 
to the diagnostic evaluation of cardiovascular anomalies. 


Alone: Serpasil successfully reduces blood pressure, slowly and safely, in 
about 70 per cent of cases of mild to moderate hypertension.’ 


As a “primer”: Serpasi! may be aavantageously used to begin antihyper- 
tensive therapy, however severe the case, since it gently adjusts the patient 


to the physiologic setting of lower pressure. 


As a “background” agent throughout other therapy: Serpasi! permits lower 
dosage of the more potent antihypertensives needed for refractory cases, 


thus minimizing the incidence and severity of side effects. 


1. Coan, J. P., McAlpine, J. C., and Boone, .t. A:: J, South Carolina M. A. 51:417 (Dec.) 1955. 


SUPPLIED: TABLETS, 4 mg. (scored), 2 mg. (scored), 1 mg. (scored), 0.25 mg. (scored) and 
0.1 mg, ELIXIRS, 1 mg. and 0.2 mg. Serpasil per 4-m!. teaspoon. PARENTERAL SOLUTION: 
AMPULS,2 mi., 2.5. mg. Serpasil per ml. MULTIPLE-DOSE VIALS, 10 mi., 2.5 mg. Serpasil per mi. 


SERPASIL® (reserpine CIBA) 
C I B A 


> 
4 
5 
< 
hapance 
ecau 
4 
4 
“= 
me ¥ 
4 


Section one is concerned with general considerations of 
angiocardiography and aortography and describes the 
historical background, techniques and equipment, opaque 
media and reactions to angiocardiography. There is also 
a discussion of the general principles of angiocardiographic 
interpretation, with emphasis on the normal and abnormal 
sequence of opacification, as well as normal and abnormal 
angiocardiographic anatomical relationships. 

Section two is divided into 22 chapters, each dealing 
with one or a group of congenital malformations. At the 
beginning of each chapter, there is a summary of the 
pathology, physiology, clinical, laboratory and electro- 
cardiographic aspects, as well as the conventional roent- 
genographic findings and cardiac catheterization data of 
each congenital anomaly. There follows a description of 
the angiocardiographic findings, always accompanied by 
beautiful roentgenographic reproductions and accurate 
line drawings. Pertinent references follow each chapter. 

In this era of expanding developments in cardiac surgery, 
accurate diagnosis becomes mandatory. Angiocardiography 
and aortography contribute greatly to the evaluation of 
congenital cardiovascular malformations. 

This book admirably accomplishes its purpose, to em- 
phasize the usefulness of angiocardiography in the diag- 
nosis of congenital heart disease. —Sor Katz, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Care of the Long-Term Patient. Chronic Iliness in the United States, 
Vol. II. Commission on Chronic Illness. Pp. 606. Price, $8.50. 
Published for the Commonwealth Fund by Harvard University 
Press, Cambridge, Mass., 1956. 


Comparative Anatomy of the Eye. By Jack H. Prince, F.B.O.A. Pp. 
418. Price, $8.50. Charles C Thomas, Spring field, Ill., 1956. 


Group Processes. Transactions of the Second Conference, Sponsored 
by the Josiah Macy, Jr., Foundation. Edited by Bertram Schaffner, 
M.D. Pp. 255. Price, $3.50. Josiah Macy, Jr. Foundation, New 
York, 1956. 


Nerve Impulse. Transactions of the Fifth Conference Sponsored by 
the Jesiah Macy, Jr. Foundation. Edited by David Nachmansohn. 
Pp. 256. Price, $4.50. Josiah Macy, Jr. Foundation, New York, 
1956. 


Neurological Nursing. By John Marshall, M.D. Pp. 166. Price, 
$3.75. Charles C Thomas, Spring field, Ill., 1956. 


Neurolegy of the Ocular Muscles, 2nd ed. By David G. Cogan, M.D. 
Pp. 296. Price, $8.50. Charles C Thomas, Spring field, Ill., 1956. 


Sick Children, 7th ed. By Donald Paterson, M.D. and Reginald 
Lightwood, M.D. Pp. 593. Price, $8.75. J. B. Lippincott Co., 
Philadelphia, 1956. 

Six Children. By Estelle J. Foote, M.D. Pp. 317. Price, $5.50. 
Charles C Thomas, Springfield, Ill., 1956. 


The Support of Medical Research. A Symposium by The Council for 

International Organizations of Medical Research. Edited by Sir 
Harold Himsworth and J. F. Delafresnaye, C.1.0.M.S. Pp. 170. 
Price, $4.00. Charles C Thomas, Springfield, Ill., 1956. 
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President Malcom E. Phelps 


GREETINGS FROM THE PRESIDENT 


Upon acceprtinc the role as the tenth president of the 
American Academy of General Practice, I have but to 
look back upon the accomplishments of my predeces- 
sors to realize the enormity of my responsibilities to 
you in this coming year. 

To all members of the American Academy of General 
Practice, let me say that I humbly accept the honor of 
representing the Academy. The challenge of achieving 
further goals will be my “guidestick.” 

We cannot rest on our laurels. We must give out- 
standing service in the public interest, tireless effort to 
promote the art and science of medicine and constant 
adherence to the principle of freedom and individual 
enterprise. 

Though we want quality above quantity, we should 
do everything within our power to enroll all those 
physicians who are not strict specialists and who con- 
form to our ideals of competence and integrity. 

I charge you with the responsibility of taking a more 
active part in medical organizations on every level— 
local, state and national. 

While I would never advocate that general practi- 
tioners become a “pressure block” in medical organiza- 
tions, if we do not accept the responsibility of helping 
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shape policy which affects our practice and privileges, 
the time may come when we are denied the opportunity 
of performing many services for which we are ade- 
quately trained. 

Academy members want no special privileges, but 
they do want the right to make available to their patients 
all the modern advances of medical science without 
discriminatory restrictions. 

We will become vulnerable only if we protect and 
condone those who are not competent and those who 
do not always make the welfare of the patient paramount 
in their daily practice. 

The Academy has made an outstanding contribution 
to American medicine by its revitalization of the general 
practitioner and its insistence upon a continuing edu- 
cation program for its members. By its very accomplish- 
ments it has assumed great responsibilities as it has 
taken advantage of its opportunities. 

We must strictly adhere to our postgraduate study 
requirements which should be considered the absolute 
minimum but not the desired amount. Our vigilance in 
enforcing our standards has earned us the respect of 
our colleagues. We must maintain this respect. 

Many problems would be solved if our medical 
schools would adjust their curriculum so that all their 
graduates were well-trained generalists, capable of 
treating the entire patient. 

In past years some of our medical schools have 
tailored their teaching programs to produce specialists, 
and not doctors who are well trained and well qualified 
for the broad demands of general practice. Overpro- 
duction in limited specialties has resulted in intense 
competition for patients in some areas. This competi- 
tion has undoubtedly been largely responsible for rare 
specimens in our profession who have brought discredit 
to all of us by their tactics: exorbitant fees, unnecessary 
and ghost surgery and fee-splitting. 

Some of these men who are well trained in their nar- 
row specialty attempt to carry on a general practice in 
which they have been inadequately trained. I believe 
they are just as incapable of good general practice as 
general practitioners would be if we attempted some of 
the highly technical procedures that should be done 
only by a true specialist in that particular field. 

The personal relationship in medical practice must 
be more than a slogan; it is a deeply instinctive need 
and a profound desire in the hearts of all people. 

Spiritual conditioning is necessary for the really good 
doctor. When a doctor gets an idea that he is working 
alone, he has separated himself from the source and 
the revelation of the gift of healing. 

The challenge is clear. I pledge all the time and 
talents that I possess in attempting to discharge my 
duties as your president. 
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SPEARHEADED BY THE AMA an all-out polio vaccination 
program was launched following a meeting in Chicago 
January 26. Academy chapters are cooperating with 
medical societies in their respective states to make the 
unprecedented campaign a success. 

Representatives of state medical societies were called 
to the meeting to map out a program for overcoming 
public apathy in using the Salk polio vaccine. These 
representatives of state and territorial societies were 
then urged to go home and immediately get a concerted 
program under way to vaccinate as many people as 
possible under 40 years of age. 

The manner in which this campaign will be carried 
out will be left to the respective states. The plan calls 
for the doctor’s office to remain the primary immuniza- 
tion center. In instances where this is not possible, mass 
inoculation programs may be substituted. 

The January 26 meeting was presided over by Dr. 
Julian P. Price, chairman of the special committee 
which was appointed by the AMA to arrange and con- 
duct such a session. Other members of the committee 
are Dr. Leroy Burney, Surgeon General, USPHS; Dr. 
Ralph E. Campbell; Dr. Edgar Martmer, president of 
American Academy of Pediatrics; Dr. A. C. Offutt; 
Dr. Walter Palmer; Academy President Malcom E. 
Phelps; Dr. Gunnar Gundersen, chairman, AMA 
Board of Trustees; AMA President Dwight H. Murray ; 
and Dr. David B. Allman, AMA president-elect. 

In addition to Dr. Phelps, Executive Secretary Mac 
F. Cahal represented the Academy at the meeting. 
When Dr. Phelps was presented on the program he 
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Program for Immunizing All Persons Under 40 Against Polio in AMA Hands 


AAGP President Phelps on AMA Committee 
Which Is Spearheading Nationwide Drive 


was introduced by Chairman Price as “the representa- 
tive of general practitioners in America.” 

All representatives of the AMA’s constituent state 
and territorial associations were asked to report im- 
mediately to their respective societies and request a 
policy decision on program participation. 

From that point it will be up to either the state or 


AMA Headquarters, the nerve center for the medical profession’s all- 
out polio immunization campaign. 
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New Carnation Instant, 
self-enriched, offers 


Significant advantages 
in low fat diet! 


1/4 more protein, 
richer flavor than 
ordinary nonfat milk 


Carnation Instant, new crystal form of 
nonfat milk brings a new dietary advantage 
— delicious self-enriched nonfat milk. 

One extra tablespoon of Carnation crystals 
per glass, or 4 cup extra crystals per 
quart, also provides significant nutritional 
advantages with no increase in liquid bulk. 


CONVENIENT, DELICIOUS 


New Carnation Instant mixes instantly in 
ice-cold water with a light stir. Ready to 
drink, at home or away from home — with 
self-enrichment providing far richer flavor 
than ordinary nonfat milk. 


MORE PROTEIN 

Self-enriched Carnation Instant provides 
Y more calcium, B-vitamins and protein 
than the usual nonfat milk — actually 
41.3 grams of essential protein per quart. 


YOUR PATIENTS enjoy self-enriched 
Carnation Instant. So will you. Ready 
instantly, fits into your busiest professional 
day. Rich in flavor, high in protein, 

low in fat. 
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county group to decide on a method of administrating 
the vaccine. The AMA urges that each state assign a 
committee to organize and coordinate the program 
throughout the respective state. 

Each state society committee, in turn, is asked to 
enlist the cooperation of state medical specialty groups, 
particularly the American Academy of Pediatrics and 
the American Academy of General Practice, the state 
health department and the state chapter of the National 
Foundation for Infantile Paralysis. 

Each state’s program will be one of “selling” the 
inoculation program. Promotion through letters to 
members, stories in bulletins, journals and news-letters 
is urged. Support of all community groups in conduct- 
ing educational efforts is to be enlisted. 

In his capacity as a member of the AMA Committee 
on Poliomyelitis, Academy President Phelps said the 
AAGP has from the first believed the AMA should take 
the lead in this program. 

‘We now have a golden opportunity to demonstrate 
our abilities, our leadership and our interest in our pa- 
tient’s well-being, in the field of poliomyelitis,” said 
Dr. Phelps. 

“If we fail in our efforts or lose this golden oppor- 
tunity, we cannot complain when those who are not 
as qualified as we take over the direction of this pro- 
gram,” he added. “If we do not do our bit and accom- 
plish our task we will be much nearer government 
medicine with all its crippling bureaucracy and 
restrictions. We must show that free enterprise and 
few men can meet this and any other challenge with 
forthright determination and courage that will not 
fail.” 

In emphasizing the potential of a polio vaccination 
program, Mr. Leo E. Brown, AMA’s director of public 
relations, called for joint effort in every community. 
This is not just a medical problem alone, he insisted. 
Business and industry, labor, schools, churches, NFIP 
and the press can all help. 

He introduced Julius Rothman, AFL-CIO com- 
munity Service Committee, who represents 16 million 
AFL-CIO members. Mr. Rothman regarded the pro- 
posed vaccination program: “It does honor to your- 
selves as doctors and citizens.” 

AMA President-elect Allman praised the AAGP for 
insisting that the AMA take the lead in representing 
the entire profession. Of the Academy he said, “It was 
only natural that they should have become interested in 
the problem very early. It is to their great credit that 
they urged the AMA to step in and take the lead.” 

Dr. Allman said Academy members should step up 
to help local, county and state societies put over the 
program and take advantage of their unique public 
Service Opportunity. 
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Representing the gov- 
ernment’s position in the 
vaccine program, USPHS 
Surgeon General Burney 
reminded the doctors that 
President Eisenhower and 
HEW Secretary Folsom 
have urged that every per- 
son under 40 be immunized. 
He said there has been no 
edict from government. The 
money which Congress ap- 
propriated has been turned 
over to the states to use 
under plans designed for 
community needs. 

He reported that 45 mil- 
lion persons have received 
one or more shots. He add- 
ed confidently: “‘We have 
effective vaccine, adequate 
supply, the AMA is provid- 
ing leadership—the job will 
be done.” 

Dr. Jonas Salk, discov- 
erer of the vaccine, was one of the key morning speakers. 
He said he feels the problem of eliminating paralytic 
poliomyelitis rests with each individual. 

There need be little, if any, paralytic poliomyelitis 
in the United States in 1957 if all who are potentially 
susceptible are treated with vaccine that is now avail- 
able,” he told the group. 

The present status of the polio vaccination program 
was covered by Dr. Alex Langmuir, Atlanta, Ga., chief, 
Epidemiological Surveillance Unit, Communicable Dis- 
ease Center, and Dr. Jack C. Haldeman, Washington, 
D.C., chief, Division of Special Health Services, 
USPHS. 

Dr. Langmuir said the major conclusions that can 
be drawn from a review of the program are: The polio- 
myelitis vaccine used during 1956 has been safe and 
the vaccine has been effective in preventing the para- 
lytic form of the disease. In the total incidence of polio, 
only 15,000 cases were reported for 1956 as compared 
with over 29,000 in 1955. 

In age distribution studies, the studies showed pro- 
portionately fewer cases in the 5 to 9 age group. 

Dr. Haldeman reported that the problem is no 
longer one of short supply but rather one of stimulating 
persons, particularly those under 40 years of age, to 
take prompt advantage of the vaccine. 

As of January 4, 1957, a cumulative total of 13012 
million cc. of poliomyelitis vaccine had been released 
for use by Public Health Service. The total shipped by 


AAGP President Malcom 
Phelps, a member of the 
AMA’s Committee on Polio- 
myelitis and representative 
of the nation’s general prac- 
titioners, urged the profes- 
sion not to muff this golden 
opportunity to act while polio 
roads, 


is at the cross 
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more effective than one 
@ or two pints of tap water 
, or salt solution 


FLEET‘ ENENMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
... and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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manufacturers by that date was nearly 106 million cc., 
leaving an unshipped balance of almost 25 million cc. 

A sizable portion of the program in Chicago was 
devoted to learning of state and county medical socie- 
ties’ approaches to vaccination programs. 

Academy Member Arch Walls who is president 
of the Michigan State Medical Society, reported on 
its program which operated from the state level. Early 
in December, Michigan doctors put on an intensive 
campaign urging all parents to have their children im- 
munized during the Christmas school recess. The 
state’s press, radio and TV were all asked to carry this 
message to every Michigan community. 

Dr. S. F. Ravenel, chairman of the Polio Vaccina- 
tion Committee of the Medical Society of North Caro- 
lina, also reported on that state’s elaborate plans for 
getting the program under way. 

Local reports were given from New York, Chicago, 
Dade County (Florida), Summit County (Ohio) and 
Ottawa County (Michigan). 

Dr. Ezra Wolff, chairman of the coordinating council 
of the Medical Societies of New York City (New York, 
Bronx, Queens, Kings, Richmond) described its pub- 
licity program to sell. New York’s two-way program. 
Their program allows for free immunization in centers 
plus “nominal fee” for private cases in offices. In 
schools, health centers, union centers and industrial 
plants, the sponsoring agency is asked to pay for the 
vaccine. NFIP is now furnishing the major portion. 

Dr. Edward A. Piszezek of Chicago Medical Society’s 
Polio fmergency Committee told how 676,000 injec- 
tions were given in six weeks during Chicago’s epi- 
demic last summer. Centers were set up and letters 
sent to every doctor. Mass free vaccination centers 
were set up in hospitals. The Public Health Depart- 


ment furnished the vaccine. 


Trends and Events in the Nation’s Capital 
From GP ’s Special Washington Correspondent 


Action Reserved for 58 


As Concress approaches the half-way mark in its 1957 
session, it becomes more apparent that national health 
legislation will be the subject of much conversation this 
year—but little more. Such action, as distinguished 
from talk, that comes is more likely to be reserved for 
1958. For it is in the even years that every House seat 
and one-third of the Senate seats are at the electorates’ 
disposition, and health issues now hold full stature 
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In Florida, Academy Member Walter W. Sackett, 
Miami, who is president of the Dade County Medical 
Association, told of their intensive publicity drive. 
Each school child took a memo home to his parents. 
Their program is similar to the New York immuniza- 
tion program. 

Free vaccination is available at schools and the health 
department will give free shots to adults who can’t 
pay. Dade County will not set up mass centers unless 
the present program fails. 

Dr. James G. Kramer of Summit County, Ohio, told 
of the civic support which their program received in 
Akron. The county medical society established and 
staffed a clinic where persons in the 20 to 35 age group 
were given vaccine free if they could not afford to 
pay a private practitioner for that service. The city’s 
only newspaper, The Akron Beacon Journal, paid for 
the vaccine used at the adult free clinic. 

In Ottawa County, Michigan, Dr. John H. Kitchel 
reported that the percentage of children receiving im- 
munizations rose to 85 per cent of the eligible group 
when the vaccine was administered in the office of a 
physician chosen by the family. Heretofore the shots 
were given in public clinics. 

Other addresses were made during the day by mem- 

bers of the AMA’s Poliomyelitis Committee. Dr. A. C. 
Offutt of the Association of State and Territorial 
Health Officers pledged support and assistance of that 
group. 
As a result of the AMA’s plan of leadership ex- 
pressed at the January 26 meeting and since the mem- 
bers on its committee on poliomyelitis in many cases 
duplicate the special committee appointed in Decem- 
ber by the National Foundation for Infantile Paralysis, 
Dr. Thomas M. Rivers announces that the NFIP com- 
mittee has been dissolved. 


as 1958 campaign material. 

A similar situation pre- 
vailed two years ago. Then, 
in 1956, the volume of 
new enactments relating to 
medical care, support of 
medical research, subsidies 
for training of professional 
personnel and broadening 
of medical benefits under 
social security established a 
new record for a single Con- 
gressional year. Signs are 
pointing to a repetition of 


Maj. Gen. Paul |. Robinson 
Medicare’s director reports 
fee claims from only 23 
states. 


Bate, 


It's probably that he has a frog in 
his pocket... but his mother also 
has a secret... she’s going to have 
a baby. 


This intelligent modern mother has placed herself in the care 
of the physician in whom she has implicit faith. Now, the doc- 
tor may, and — does, prescribe a number of different 
prenatal supplements to his patients for various but valid 
reasons. 


It is quite possible, indeed probable, that the physician may 
consider the use of a phosphorus-free, aluminum hydroxide- 
containing product. Especially if it also provides organic iron, 
Vitamin B:: with intrinsic factor, plus the important vitamins 
in the new levels suggested for pregnant or lactating women. 
There are only a very few such quality formulas available for 


his choice. 


One such formula with perhaps the easiest product 
name to remember on the national scene is Calcinatal ® 
(pronounced Calci’ natal) by Nion. 


Patient acceptance of these easy-to-swallow tablets (not cap- 
sules) is quite understandable. Incidentally, one of your ob- 
stetrical problems, “control of cramps” will be relegated to one 
of very minor incidence by use of the product. For more com- 
plete information, samples and brochure write to 


NION CORPORATION 
LOS ANGELES 38, CALIFORNIA 


p g We feel copy writers usually mention — names too often . . we mention ours but once. 
e a 


It is so easy to remember and hard to forget. Say it once — try to forget it. 
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this performance, namely, setting of the stage in the 
odd-numbered year for a big push in the even-num- 
bered legislative year. 

To be specific: 

Chances are receding that Congress will enact con- 
tributory medical care insurance for federal employees 
and their dependents this year. But in 1958, this will 
be a hot issue. 

House Interstate and Foreign Commerce Committee 
isfocusing attention on government subsidies to schools 
of medicine and public health to stimulate physical 
improvements. Yet the time is still not regarded as ripe 
for this innovation. 

Scant attention is being paid to the pending bill that 
would provide free hospitalization to retired persons, 
children and others receiving old age and survivor in- 
surance benefits. 

In 1958, however, when both the Administration 
and Congress will be manifesting more interest in social 
security amendments, this hospitalization scheme will 
get serious consideration. 


Medical Library Board Meets 


On or about March 20 was the tentatively scheduled 
time for first meeting of Board of Regents of National 
Library of Medicine, which President Eisenhower ap- 
pointed several weeks ago. Formation of the board had 
been awaited since last July, when the Chief Executive 
signed the bill creating the National Library of Medi- 
cine out of the Armed Forces Medical Library. 

Seven of the group’s 17 members serve in an ex of- 
ficio capacity, by provisions of the law. They are the 
surgeons general of Army, Navy, Air Force and Public 
Health Service; chief medical director of Veterans 
Administration; Librarian of Congress and director of 
National Science Foundation. 

Surgery has three representatives among the 10 ap- 
pointive members: Drs. I. S. Ravdin, Philadelphia; 
Champ Lyons, Montgomery, Ala.; and Michael E. 
DeBakey, Houston. The one woman named is Mary 
Louise Marshall, professor of medical bibliography at 
Tulane University. Industry has one representative on 
the board, Ernest H. Volwiler, president of Abbott 
Laboratories. 

The other appointees: Dr. Thomas Francis, Jr., 
University of Michigan epidemiologist; Dr. Basil G. 
Bibby, professor of dentistry at University of Rochester ; 
Dr. Jean A. Curran, medical educator of New York 
and Boston; Dr. Worth B. Daniels, internist of Wash- 
ington, and Dr. Benjamin Spector, medical historian of 
Boston. 

_No. | task confronting the Board of Regents is selec- 
tion of the city where the new home of National Library 
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of Medicine is to be erected. It was assumed the site 
would be in the nation’s Capital, until a Chicago bloc 
mounted a formidable campaign last year to move the 
world’s largest medical collections to the shores of 
Lake Michigan. 


VA Medical Problems Checked 


Late in February, the House Committee on Veterans 
Affairs launched a full scale investigation of hospitaliza- 
tion and medical care problems. The study, which con- 
tinued into March, was concerned with adequacy of 
veterans hospital facilities, staffing and the need for 
changes in the law with reference to restrictions on 
admission of nonservice-connected cases 

First outside witnesses to be heard by the committee 
were three Oklahoma City physicians who protested 
admission of workmen’s compensation cases into vet- 
erans hospitals. Drs. W. K. West, James C. Amspacher 
and Harry Wilkins testified that feeling is running high 
among their associates against the practice of VA’s 
rendering bills in compensation cases in payment for 
medical services. which have been performed at nomi- 
nal consultants’ fees by private doctors. 


Pessaries Outlawed 


Food and Drug Administration has, in effect, out- 
lawed sale of stem-type and wing-type pessaries. A 
statement of policy which was published in the Federal 
Register on February 12 condemns this type of contra- 
ceptive device as dangerous and a potential causative 
factor in infection. 

**A recent survey,” says the official statement, “shows 
that it is now the consensus of medical opinion among 
experts qualified by scientific training and experience 
to evaluate the safety of such devices that stem-type 
and wing-type intracervical and intrauterine pessaries 
are too dangerous for use under any form of labeling 
and serve no useful purpose. This opinion is particu- 
larly applicable to pessaries offered or intended for 
contraceptive use. These views do not apply to those 
pessaries, made with hollow tubes, intended solely for 
use when necessary to maintain drainage from the 
uterine cavity.” 

The federal agency recommended that commercial 
sale and distribution of these devices be stopped at 
once. 


Slow Billing 


Doctors’ billings in the government’s Medicare pro- 
gram for civilian services to dependents of military 
personnel are being made more slowly than had been 
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for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (% gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.'* 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 


vigor, enhances mental alertness, helps to correct 
*Purified thyroid globulin 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 192. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 
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expected. More than two months after the program’s 
inception, fee claims had been received from only 23 
states, it was announced by Maj. Gen. Paul I. Robinson, 
director of Medicare. 

Almost one-half of the 2,615 medical bills received 
for processing and payment were for care of Air Force 
beneficiaries. Army and Navy accounted for all of the 
femainder, with exception of 49 claims put in for serv- 
ices given to dependents of Public Health Service 

rsonnel. 

Also see the AMA Washington Report, opposite page 196. 


W. E. Henrickson, M.D. Poplar John R. Rodger, M.D. Medicine’s 
Bluff, Mo. member wins with his sleepy driver problem was his 
query on worms. prize-winning topic. 


1956 Ross Awards Given to GP Authors— 
Drs. John Rodger and W. E. Henrickson 


Dr. Joun R. Ropcer, Bellaire, Mich. and Dr. W. E. 
Henrickson, Poplar Bluff, Mo. are the winners of the 
1956 Ross Awards. They were selected from among 12 
Academy members who were contributors of scientific 
articles in GP last year. 

Each of the winners was presented a cash gift of 
$1,000 by Dr. William F. Lotterhos, Jackson, Miss., 
chairman of GP’s Publication Committee, on March 
27 during the Ninth Annual Scientific Assembly in 
St. Louis. 

The prize-winning articles were Dr. Rodger’s ‘The 
Sleepy Driver as a Preventive Medicine Problem” ap- 
pearing in the August, 1956 GP and “Doctor, Do You 
Believe in Worms?” by Dr. Henrickson, which was 
published in September. 

Both articles received national publicity at the time 
of their publication. The sleepy driver article received 
coverage in both radio and TV newscasts as well as in 
the national press. 
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Deans of three leading medical schools in the nation 
selected the winners. The judges were Dr. George A. 
Bennett, Jefferson Medical College, Philadelphia; Dr. 
O. W. Hyman, University of Tennessee, Memphis; 
and Dr. Walter E. Macpherson, College of Medical 
Evangelists, Los Angeles. 

Members of the Academy’s Ross Award Committee 
are Dr. Ivan C. Heron, San Francisco, chairman; Dr. 
William A. Sams, Marshall, N. C. and Dr. Arthur L. 
Vasconcellos, Honolulu. 

Ross Laboratories of Columbus, Ohio is the donor 
of these awards, which are now in their sixth year. 
The awards are made annually to the two Academy 
members who author the most significant articles in 
GP during the year. 


Ten Interns and Residents Are the 1957 
General Practice Residency Award Winners 


Ten of the nation’s outstanding interns and residents 
have been named winners of the 1957 Mead Johnson 
General Practice Residency Scholarships. 

The names of the winners were announced by Dr. 
Marjorie Conrad, chairman of the Academy’s Mead 
Johnson Awards for Graduate Training in General 
Practice on March 26 during the Ninth Annual Scien- 
tific Assembly in St. Louis. 

Each of the ten winners will receive a $1,000 schol- 
arship to aid him during his residency in general 
practice. Each of the young men was selected on the 
basis of scholarship, professional aptitude and fitness 
for general practice. 

The winners represent all parts of the nation. They 
are listed as follows, giving their present status and 
their choice of hospital for residency. 


Joe J. Bethany, Jr.,mM.p. University of Mississippi 


Military Service, U.S. Medical Center 
Army Hospital Jackson, Mississippi 

Fort Chaffee, Arkansas 

Dorin S. Daniels, M.p. St. Vincent’s Hospital 

Intern, St. Vincent’s Hos- Portland, Oregon 
pital 


Portland, Oregon 


Richard A. Ferrington, University of Michigan 
M.D. Hospital 

Intern, Midland Hospital Ann Arbor, Michigan 

Midland, Michigan 


Thomas G. Klever, M.D. | Mercy Hospital 
Intern, Mercy Hospital Toledo, Ohio 
Toledo, Ohio 
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Recent Advances 


In Feeding Prematures 


Recent metabolic studies have established 
rational feeding procedures for prematures. 
The initial feeding, 12 hours after birth, 
consists of one dram of 5 per cent dextrose. 
This solution is increased by one dram at 
2-hour intervals if tolerated and retained. 
After twenty-four hours, breast milk or 
formula (table below) gradually replaces the 
prelacteal feeding at 2-hour intervals. The 
volume of a feeding may be increased up to 
2 drams daily until maintenance caloric 
requirements are fulfilled by the fifth day. If 
the infant shows signs of intolerance, the 
formula increase is made more slowly and 
the fluid requirement fulfilled parenterally. 
Successful feeding mixtures consist of dilu- 
tions of powdered half-skimmed or evapor- 


F 
Fresh or whole lactic acid 
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6 oz. 


milk + 


KARO - 
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Dried mil 
Water - 
KARO - 


Blue Label 
bly in all 


formulas. 


Adapted from Nelson’s Pedi- 
atrics, Saunders, Phila. 1954 
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ated whole cow’s milk, skimmed or whole 
lactic acid milk. These formulas contain high 
protein, moderate carbohydrate and low fat, 
yielding about 120 calories and 150 cc. fluid 
per kgm. body weight. 

The problems of prematures are always 
the same but the solutions differ with each 
era. Today the moderate carbohydrate 
requirement for normal infants as well as 
prematures is fulfilled by KARo® Syrup as 
adequately as a generation ago. Whatever 
the type of milk adapted to the infant, KARo 
may be added confidently because it is a bal- 
anced mixture of lower sugars resistant to 
fermentation, non-laxative, easily assimilated 
and well tolerated by all infants. 

Readily available in all food stores. 


MEDICAL DIVISION 


CORN PRODUCTS REFINING CO. 
17 Battery Place, New York 4, N. Y. 


Produced by 


Corn Products Refining Co. 
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Joe J. Bethany, Jr., M.D. 


John B. McMaster, Jr., 
M.D. 

Intern, Confederate Me- 
morial Medical Center 

Shreveport, Louisiana 


Benedict A. Moranville, 
II, 

First year resident, Uni- 
versity of Missouri Hos- 
pital 

Columbia, Missouri 

John H. Phillips, ™.. 

Military Service, U.S. 
Army Dispensary 

Neu-Ulm, Germany 

James W. Ramey, m.p. 

Military Service, USAF 
Infirmary 

Vincent AFB, Yuma, Ari- 
zona 

Robert L.. Reid, M.p. 


Military Service, Stallings 
Air Base 


Kinston, North Carolina 
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Dorin S. Daniels, M.D. 


Huey P. Long Hospital 


Pineville, Louisiana 


University of Missouri 
Hospital 
Columbia, Missouri 


General Hospital of River- 
side County 
Arlington, California 


Bluefield Sanitarium 
Bluefield, West Virginia 


Mercy Hospital 
Charlotte, North Caro- 
lina 


Thomas G. Klever, M.D. 


Philip S. Woodbury, M.D. 

First year resident, Sacra- 
mento County Hospital 

Sacramento, California 


Sacramento County Hos- 
pital 
Sacramento, California 


All ten will begin their residencies in general practice 
in July. 

The residency program which is now in its sixth 
year was set up through a grant from Mead Johnson & 
Company in 1951 and is administered by the Academy 
through its special committee. 

In 1954 the fund was increased to allow for ten 
$1,000 awards annually instead of five awards as had 
been originally planned. 

In addition to Dr. Conrad, other committee members 
are Drs. Richard Chamberlain, Maplewood, N. J.; Jason 
C. Sanders, Shreveport, La.; Bernard E. Edwards, 
South Bend, Ind.; Leland S. Evans, Las Cruces, N. M. 
and Donald H. Kast, Des Moines, Ia. 


Revised Definition of General Practice 
Presented at AMA Committee Meeting 


Dr. J. S. DeTar, immediate past president of the Acad- 
emy, and Dr. Fount Richardson, chairman of the Acad- 
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matic placement. 

2. Conserves physician's time by reducing fitting and instruction period. 

3. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 


4. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 


5. Folds behind pubic bone with suction-like action forming a more 
effective barrier. 


6. Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 
(Fig. 2) without any difficulty. No mechanical inserter or introducer requir- 
ed (see Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 
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as well. 

— “FIG. 2 “eee May be used in cases of mild prolapse, cystocele or rectocele. 


Suggest the co ient ical 
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Diaphragm, tube KOROMEX Jelly (3 oz.), 
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Available at all prescription pharma- 
cies. Write for descriptive literature. 
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emy’s Board of Directors, represented the AAGP at a 
February 9 meeting in Chicago with the AMA Commit- 
tee on General Practice Prior to Specialization. 

The AMA committee, headed by Dr. George S. 
Klump, Academy member from Williamsport, Pa., in- 
vited the Academy to send representatives in order to 
achieve a close liaison between the Academy and the 
conimittee. Specialty boards were also represented at 
the meeting. 

At this session Dr. DeTar presented a slightly re- 
vised version of the Academy’s definition of general 
practice which had been provisionally adopted early 
this year by the AMA’s Committee on Preparation for 
General Practice. 

The revised version states that “General Practice is 
that area of medical practice performed by a doctor of 
medicine who may engage in all fields of medical diag- 
nosis and therapy to a degree commensurate with his 
professional competence, offering a continuing service 
to the family as a unit, and calling into consultation 
other physicians under circumstances requiring special 
skills exceeding his own.” 


AAGP Members in Wisconsin Make Headlines 
With Emergency Heart Resuscitation Case 


INITIATIVE and precision know-how shown recently by 


three St. Croix, Wis., general practitioners not only 
saved a heart attack victim from almost certain death 
but enabled him to leave the hospital less than a month 
after the emergency operation. 

Two of these physicians—Dr. Joseph Belshe and 
Dr. Fred Riegel—are members of the American Acad- 
emy of General Practice. The third member of the 
emergency team, Dr. Dean Ericksen, is just new in 
practice but plans to become a member as soon as he is 
legible. 

Dr. Riegel lives in St. Croix Falls and Dr. Belshe is 
from neighboring Taylors Falls, Minn. Fach belongs 


Joseph C. Belshe, M.D. Fred B. Riegel, M.D. 
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to his respective state’s academy of general practice. 

A fourth member of the St. Croix Falls Clinic staff 
and an active Academy member, Dr. M. E. Wegner, 
happened to be at the University of Colorado attend- 
ing a week’s continuation course at the time of the 
emergency. 

The patient, Mr. William Fruehling, a St. Croix 
Falls laborer, suffered a severe heart attack on January 
14 while working on the village snowplow. A fellow 
workman loaded the stricken man into the back of the 
plowing truck and sped to St. Croix Valley Memorial 
Hospital, a few blocks away. 

The succeeding chain of events has been widely 
published in the nation’s press and was also featured 
in the February 4 issue of Time magazine. 

Four minutes after Mr. Freuhling was stricken, Dr. 
Belshe had made a seven-inch incision over the patient’s 
heart and was massaging the stilled heart with his hand. 

‘There simply was not time for the usual ‘washup’ 
and sterilization procedure,” one of the trio remarked 
later. 

Drs. Riegel and Ericksen joined Dr. Belshe. Oxygen 
was administered. After several minutes of massage 
there was some appearance of heart action and spon- 
taneous breathing. 

At first, the heart action was in the form of fibrilla- 
tion—usually the forewarning of a dying heart. 

The small-town hospital did not have an electrical 
defibrillator but Dr. Riegel reasoned that he could 
make one. He did. He cut the outlet off an extension 
cord there in the hospital emergency room, stripped 
insulation off the ends of the wires and plugged the 
other end into the ordinary house current. 

Wearing rubber gloves, Dr. Riegel touched the wires 
to opposite sides of Fruehling’s heart. Twice the shock 
failed to work. Dr. Riegel then wrapped each wire 
around the base of a hypodermic needle and plunged 
the needles into the heart muscle before getting “‘con- 
version to a normal type of rhythm.” 

A Minneapolis newspaper reported that during the 
operation, Levophed was introduced slowly into the 
veins. As soon as the heart was maintaining its own 
satisfactory circulation, the doctors gave big doses of 
antibiotics to counteract what they described as “‘in- 
evitable infection.” 

Following Patient Freuhling’s dismissal from the hos- 
pital on February 6, both Drs. Riegel and Belshe ex- 
pressed the belief that such a procedure as this in the 
future will become more a responsibility of the general 
practitioner than a specialist. 

Drs. Riegel, Belshe, Ericksen and Wegner are all 
staff members of St. Croix Falls Clinic. The clinic, 
founded by Dr. Riegel’s father, makes Academy mem- 
bership one of the staff prerequisites. 
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they love to nibble 


they're “‘protein-poor”’ 


R 


Cerorfort elixir 


(Critically essential L-lysine with important B vitamins) 


The busy housewife who substitutes cup 
after cup of coffee for three meals a day, 
the teen-age or business girl drugstore 
addict, the adult who cooks for herself 
alone, and the heavy drinker — are apt 
to be among the protein-poor. That is, they 
often do not eat enough protein, and high 
quality protein is particularly lacking in 
their diets. Initially, there are vague com- 
plaints such as malaise and weakness. Edema, 
dry scaly skin, lack of resistance to infection, 
hepatic impairment and weight loss may 
result. 


An average of 20% to 40% of dietary pro- 
tein consists of inadequate cereal or wheat 
protein. You may find a higher figure 
among your nibblers and especially among 
those whose total protein intake is inadequate. 
Palatable Cerofort Elixir contains sufficient 
L-lysine, the essential amino acid—relatively 
deficient in low quality cereal proteins — 
to compensate for this inadequacy and im- 
prove tissue-building value of these foods. 


Cerofort Elixir also provides therapeutic 
quantities of essential B vitamins to poten- 
tiate protein synthesis and improve appetite. 


A daily dose of 3 teaspoonfuls, one with each meal, provides: 


u-Lysine Monohydrochloride . 
Vitamin Bia 

Thiamine Hydrochloride 
Riboflavin 


Available in 8 fi. oz. bottles 


Pyridoxine Hydrochloride 
Niacinamide . . 
Panthenol 
Alcohol 5% 
*equivalent to 600 mg. t-lysine 


and for the special nutritional needs following major illness, injury or surgery: 


Cerofort tablets 


first with lysine 


(1-lysine plus all the 
important vitamins) 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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Physical Exams for Doctors at Meeting 
Of Canadian College of General Practice 


Tue Canadian College of General Practice is following 
in the footsteps of the American Academy of General 
Practice in urging doctors to take better care of them- 
selves. 

The AAGP’s motto is ‘A Family Doctor for Every 
Doctor’s Family.” At this year’s annual meeting of 
the Canadian general practitioners, doctors were asked 
to have a physical examination during the March 4-6 
meeting in Montreal. 

The CCGP reasoned that the examination must be 
thorough enough to serve as a check on future exami- 
nations when a comparison of records is important. 
With the limited time, space and personnel available 
during the meeting, the plan was to make it as brief as 
possible and still make the examination worthwhile. 

The examination covered the following: 

(1) brief and concise history; (2) chest x-ray; (3) 
electrocardiogram; (4) blood pressure reading; (5) 
hemoglobin and blood sedimentation rate estimations 
and red cell count; (6) urinalysis and (7) weight. 

The history was obtained from a form which each 
doctor received at the registration desk. A question- 
naire was on one side which he was asked to fill out 
before reporting for the examination. The other side 
was left for reports on the various tests. 

The report was confidential and available only to the 
doctor concerned and a permanent record for the doc- 
tor to retain. 


Chicago’s Long-Term Hospital Patients 
Get College Education Via Television 


COLLEGE LEVEL education-by-television has been made 
available to long-term patients in the Chicago area 
hospitals. The program is conducted through Wright 
Junior College. Enrollment of hospitalized students is 
handled by mail. 

A recent issue of Hospitals, journal of the American 
Hospital Association, reported that courses for college 
credit are offered in English, biology, social sciences 
and mathematics. Each course is presented three times 
a week, for one-half hour over the local educational 
television station, WTTW. 

Books must be purchased by the students. Study 
guides for each course are provided by the college. 
Fach student has a section teacher whom he may con- 
tact if he has any questions on the material. 

Chicayo residents pay $5 for two courses and $10 
if they take more than two courses. Fees for non- 
Chicagoans are higher. 
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AAGP Stars on CBS Radio Network 
Serial Program, “Young Dr. Malone” 


THE IMpoRTANCE of the fam- 
ily doctor in American life, 
a theme stressed consis- 
tently in “Young Dr. Ma- 
lone,” a popular coast-to- 
coast CBS Radio network 
program, received even 
more emphasis during the 
Academy’s Scientific As- 
sembly in St. Louis. 

On March 25, opening 
day of the Assembly, and 
the following day, the day- 
time serial devoted a por- 
tion of its dramatic sequence 
to the meeting, stressing 
the Academy’s important 
contributions to the gen- 
eral practice of medicine 
and surgery. Special em- 
phasis was also placed on the postgraduate study re- 
quirement. 

The popular CBS radio program,-which reaches 
many millions of listeners each week, has shown a con- 
sistent interest in the general practitioner as an im- 
portant bulwark in modern medicine. 


Young Dr. Malone, por- 
trayed by Sandy Becker on 
the CBS radio weekday seri- 
al, typifies a young general 
practitioner. 


Physicians in France Rebel Against 
Government's Set Medical Fee Plan 


A PROPOSAL to fix maximum medical fees has brought 
about open war between the medical profession in 
France and the French government. 

The fee proposal, along with other steps in the 
direction of socialized medicine, has been condemned 
by leading French medical societies. 

The Confederation of French Medical Syndicates, 
a medical association, has published a resolution call- 
ing the plan a step to “upset the necessary liberal 
character of the medical profession and gravely modify 
the doctor-patient relationship.” 

The National Academy of Medicine and the National 
Committee of the Order of Doctors have also con- 
demned the Gazier plan, which has been named for 
Albert Gazier, Socialist Minister of Social Affairs in 
the predominately Socialist Cabinet. Mr. Gazier re- 
cently issued a statement calling the fixing of medical 
fees by private deal between physician and patient 
“universally outdated.” He claims the sole question 
is whether it is desirable, in the interest of public 
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health, to reimburse more fully those assured under 
the government social welfare services. 

The Gazier plan, approved by the government for 
presentation to the National Assembly, would set a 
schedule of maximum fees considerably lower than 
those curreritly in effect and ultimately increase the 
rate of state rembursement to 80 per cent. 

Today, French patients are charged the equivalent 
of from $3 to $5.50 for an ordinary office consultation 
and receive a reimbursement of about 50 cents from the 
state. A consultation with a specialist may cost the 
patient the equivalent of up to $8.50, of which he may 
receive about $1.70 from the government. 

According to a special report in The New York Times, 
if the new plan passes in the Assembly, a French 
doctor would be permitted to charge no more than the 
equivalent of $1.90 for an office call and $2.50 for 
a home visit. Fees for other medical service—opera- 
tions, delivery of babies and special treatments-—would 
also be placed under a ceiling generally lower than 
the levels now charged by private practitioners. 

As in Great Britain, some physicians—15 per cent 
of those in any department—would be permitted to con- 
tinue in normal practice and set any fees they choose. 
Their patients would receive no reimbursement. 


American Hospital Association Reports 
Hospital Room Rates Up 6 Per Cent 


IN THE PAST YEAR, room rates in general hospitals have 
risen about 6 per cent in this country. 

The American Hospital Association made the an- 
nouncement following its annual survey of hospital 
rates. The results are based on 2,835 completed ques- 
tionnaires and did not include federal hospitals and 
large municipal hospitals because their rates are not 
comparable with those of most general hospitals. 

The national averages for the various types of room 
are: single rooms, $15.19, two-bed rooms, $12.16 and 
multibed rooms, $10.58. A year ago the averages were 
$14.14, $11.51 and $9.84 respectively for these same 
accommodations. 


The Pacific states which include Washington, Ore-— 


gon and California showed the highest with averages 
of $20.32, $17.05 and $15.78 for single, two-bed and 
multibed rooms, respectively. 

The lowest average rates were found in the West 
South Central region (Arkansas, Louisiana, Oklahoma 
and Texas). There the averages ran $11.53 for singles, 
$8.96 for two-bed rooms and $7.49 for multibed rooms. 

Room rates cover the hospital room, all meals on 
general and special diets, general nursing services, 
medical records and routine housekeeping. 
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Medical News in Small Doses: 


Tue Health Resources Advisory Committee, headed by 
Honorary Academy Member Howard Rusk, has called 
upon the health field to integrate refugee Hungarian 
medical men into the profession in this country. The 
committee advises the Office of Defense Mobilization 
on health matters. ODM is now urging health organi- 
zations and agencies having service or training oppor- 
tunities for Hungarian physicians, dentists, medical 
and dental students and other health personnel enter- 
ing the United States to contact any of some nine 
Hungarian relief organizations now operating in this 
country. . . . National Society for Crippled Children 
and Adults has already announced a special scholarship 
program to enable Hungarian refugees with appropriate 
professional backgrounds to go to work as quickly as 
possible for American crippled children. . . . Former 
professor of medicine at Emory University School of 
Medicine, Dr. Eugene B. Ferris, has been named medi- 
cal director of the American Heart Association. . . . 
Since January 21 approximately 100 newspapers have 
carried “An Open Letter to Mothers and Dads” em- 
phasizing the need for completion of the polio vaccine 
program of three immunizing injections, and vaccina- 
tion or revaccination for smallpox. Parke, Davis & 
Company who initiated this public service warning 
said they took the step because of the possible out- 
breaks of diphtheria, whooping cough and tetanus due 
to parents’ failure to get booster shots for their chil- 
dren. . . . California Academy Member Leon O. 
Desimone was recently elected vice president of Los 
Angeles County Medical Association. . . . April 7 will 
be observed as World Health Day by the United States 
and many other nations. . . . Dr. Mary J. Ross, Acad- 
emy member from Binghamton, N. Y., has been named 
Woman of the Year by American Legion Post 80 Hall 
of Fame Congress, the first time a woman has been so 
honored by this group. Previous honors such as being 
named Outstanding Woman Physician by the Ameri- 
can Woman’s Medical Association and New York 
State’s Outstanding General Practitioner of the Year 
for 1953 have also been accorded Dr. Ross. . . . Drs. 
Amos Johnson, George Bond and John Bender, all 
stalwarts in the North Carolina Academy of General 
Practice, were dinner guests recently of the officers of 
the senior class of Bowman Gray School of Medicine 
and the intern and residency staff of North Carolina 
Baptist Hospital. During the evening, each of the men 
was asked to speak on aspects of a general practice. 
The discussions covered the philosophy and rewards 
of general practice, postgraduate opportunities in the 
field and selecting a location and equipping an office. 
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One average-size peeled orange 
provides approximately 1,000 
milligrams of the newly-recognized 


Of the FIFTY different health values known to be in a fresh 
orange, several are found mainly in the “meat” of the fruit. 


These include the important bio-flavonoids, protopectins, 

and pro-vitamin A. In fact, an average-size Sunkist Orange 

provides 10 times more bio-flavonoids, 10 times more pro- 

topectins and 3 to 6 times more pro-vitamin A than an 
equal amount of frozen orange juice. 

These values in the meaty part of oranges oranges for eating and fresh orange juice 

are the reason why more and more nutri- (with healthful solids left in it). And, of 


tionists and doctors are recommending course, they recommend Sunkist Oranges 
fresh oranges for their patients... fresh ...always the highest quality. 
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News from the State Chapters 


Previous New Jersey chapter attendance records were 
broken when 259 family doctors attended their fifth 
annual scientific meeting January 11-12 in Asbury 
Park. 

A house of delegates meeting, with full representa- 
tion from all 21 counties, opened the session on Fri- 
day. This is the first such delegates’ meeting which the 
chapter has had. It was followed by a cocktail party 
and buffet for officers, delegates and wives. 

Dr. Richard R. Chamberlain, Maplewood, who was 
named president-elect at last year’s meeting, succeeded 
Dr. Harry Taff as chapter president (see cut). Other 
new officers are Drs. Robert E. Verdon, Cliffside Park, 
president-elect; Charles H. Calvin, Perth Amboy, vice 
president; Anthony M. Susinno, Palisades Park, secre- 
tary; and Benedict B. Scasserra, Princeton, treasurer. 
Dr. Susinno was program chairman for the Asbury 
Park meeting. 

The all-day scientific program on Saturday was a 
symposium on gastroenterology. Participating were 
Drs. Max L. Som, Bellevue Medical Center, New York 
City; Harry Shay, Temple University ; Berthold Wein- 
garten, Monte Fiore Hospital, New York City; J. 
Arnold Bargen, Mayo Clinic, Rochester, Minn.; and 
Richard A. Hopping, St. Barnabas Hospital, Essex 
County, N. J. Dr. Shay presented the Vincent Cam- 
pana Memorial Lecture. 

Wives of 75 per cent of the doctors attending were 
present at the meeting and were guests at a cosmetic 
program. 
> Massachusetts chapter’s spring clinical meeting, 
formerly planned for April 6 in Worcester, has been 
changed to April 27-28 at Harvard Club in Boston. Dr. 
Burton Elder, Hingham, is program chairman. 

The meeting opens at 1:00 p.m. Saturday with sci- 
entific talks by Drs. Gordon Myers and Benedict F. 
Massell. Dr. Charles H. Bradford will lead a panel 
discussion on ‘Minor Fractures of Major Importance.” 
The business meeting will be followed by a cocktail 
hour and dinner dance in Harvard Hall. 

A coffee hour precedes Sunday’s scientific session, 
which will include Drs. Arthur C. Gorbach, John 
Rock, Bernard Appell, Earle M. Chapman and two 
panel discussions, led by Drs. Sarah Jordan and Leo 
Krall. A buffet luncheon will be served. 

Plans are also in process for a fall clinical meeting 
September 28-29 in Boston. 

Many Massachusetts chapter members attended a 
regional postgraduate medical clinic on “Influence of 


Emotional Factors on Certain Diseases” January 14 
in Boston. 
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New Jerseyites Top Record—A record-breaking 259 family doctors 
attended New Jersey chapter’s recent annual meeting during which 
Retiring President Harry Taff turned his gavel over to his successor, 
Dr. Richard R. Chamberlain. Vew Officers, shown here left to right, 
are Drs. Benedict B. Scasserra, freasurer; Taff; Chamberlain; Robert 
E. Verdon, president-elect; and Charles H. Calvin, vice president. 


> Dr. Robert C. Berson, dean of the Medical College 
of Alabama, Birmingham, welcomed more than 100 
members and guests to Alabama chapter’s 14th post- 
graduate seminar on January 16-17 at the college. 

Guest speakers the opening day were Drs. Howard 
Holley, Stephen Stigler, Paul Shannon, Paul Reque 
and Paul Burleson, well-known Birmingham physicians 
and members of the medical college faculty. 

A symposium presenting both the medical aspect 
and the surgical aspect of peptic ulcer was presented 
the second day by Drs. Ivan Berrey and Joseph Camp- 
bell. Drs. James K. Ward, Wallace Clyde and F. F. 
Schwartz also gave scientific talks. 

At the annual session, Dr. E. Julian Hodges was 
installed as president (see cut). Other new officers, 
elected at the business meeting are Drs. C. W. Neville, 
president-elect and C. L. Lawson, vice president, 
northeast division. Dr. W. A. Edwards was elected to 
the board of directors and Drs. Julius Michaelson and 
A. F. Wilkerson were named delegate and alternate, 
respectively. 

A charter was granted the newly formed Tuscaloosa 
County component chapter and a report was read on re- 
activating the Mobile County chapter. 

Dr. James R. Garber, the chapter’s only honorary 
member, presented plaques to eight past chapter presi- 
dents, 1949 through 1956, respectively: Drs. George 
S. Peters, J. Paul Jones, Albert S. Dix, A. F. Wilker- 
son, J. N. Carmichael, J. E. Foster, Julius Michaelson, 
and William E. Doggett, Jr. (see cut). 

Senior students of the college and their wives were 
special guests at the banquet, presided over by Re- 
tiring President Doggett. Chaplain E. A. Verdery of 
Atlanta’s Georgia Baptist Hospital gave a dinner talk 
on “Religious Resources for Sick People.” 

Honorees at the head table included Drs. Hodges, 
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Discussing the Meeting— A/abama chapter’s Retiring President William 
E. Doggett, Jr., left, discusses the 14th postgraduate seminar pro- 
gram with the banquet speaker, Chaplain E. A. Verdery of Georgia 
Baptist Hospital, Atlanta, and the new president, Dr. E. Julian Hodges. 


Michaelson, Doggett, Jones, Garber, Carmichael, 
Neville, Berson ; Chaplain Verdery and Mmes. Doggett, 
Neville, Michaelson, Verdery, Carmichael, Jones and 
Miss Janice Hodges, daughter of Dr. Hodges (see cut). 

Hostesses for the ladies luncheon at The Club were 
Jefferson County members’ wives. Mrs. L. R. Bur- 
roughs, Jr., was in charge of ladies entertainment. 

The Alabama chapter is planning a one-day semi- 
nar on office procedures to be held May 19 at Birming- 
ham. 

An emergency medical care service committee of 
the Mobile County (Alabama) chapter, chairmanned by 
Dr. Albert Dix, was established at a January chapter 
meeting. 

The service will provide emergency care for ill 
persons, regardless of time of day or of the patient’s 
financial status; for Mobile city visitors; and to new 
residents in that city who do not know any doctors. 

Elected at the meeting were Drs. William Wright, 
president; Julius H. Pennington, president-elect; and 
Carlton W. Winsor, secretary-treasurer. 
> Program Chairman Fletcher J. Wright, Jr. of the 
Virginia chapter reports an outstanding three-day pro- 
gram for their seventh annual scientific meeting which 
will be held May 24-26 at Hotel Roanoke in Roanoke. 

A program by the Virginia Diabetes Association 
will open the meeting. 

Dr. A. R. Shands, Jr., Wilmington, will moderate 
a symposium on handicapped children, arranged 
throug! the cooperation of the Virginia Council on 
Health and Medical Care and the Nemours Founda- 
tion. Ir. Shands is director of that foundation. Dr. 
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Presenting Presidential Plaques—Dr. James R. Garber, Alabama 
chapter’s only honorary member, left, presents special honorary 
plaques to the chapter’s past presidents: Drs. J. N. Carmichael, J. Paul 
Jones, Albert S. Dix, William E. Doggett, Jr. and Julius Michaelson. 
Drs. George S. Peters, A. F. Wilkerson and J. E. Foster, the other 
recipients, were not present at the time the picture was taken. 


Special Guests at Banquet— Seated at the head table during Alabama 
chapter’s banquet are, left to right, Drs. J. N. Carmichael, James R. 
Garber, J. Paul Jones, Chaplain E. A. Verdery, banquet speaker; Drs. 
William E. Doggett, Jr., Julius Michaelson, E. fulion Hodges and 
Albert S. Dix. Wives, seated at the second table, are mmes. Carmichael, 
Verdery, Miss Hodges, Dr. Hodges’ daughter; Mmes. Michaelson, 
Neville and Doggett. In the foreground are Mrs. Robert C. Berson 
and Dr. Berson, dean of the Medical College of Alabama. 


Alvin Coburn, Rheumatic Research Institute, Chicago, 
will be a guest panelist. 

Also on the speaking list are Dr. John E. Bordley, 
Johns-Hopkins Hospital; Dr. Norman Jolliffe, director, 
Bureau of Nutrition, Department of Health, New York; 
Dr. Howard B. Sprague, Brookline, Mass., sponsored 
by the Virginia Heart Association; Dr. Thomas H. 
Hunter, dean of University of Virginia’s School of 
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“Metamucil does both?” 


Metamucil stimulates normal 

peristalsis and produces soft, easy stools. 
“‘Smoothage”’ management with 
Metamucil may be continued indefinitely, 
without the use of irritant laxatives, 


in every type of constipation. 


’ psyllium hydrophilic mucilloid with dextrose 
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Medicine, conducting the C.P.C.; and Drs. Elam C. 
Toone, Jr. and David M. Hume, of the Medical Col- 
lege of Virginia. 

Other speakers will be the former Commissioner 
of Internal Revenue, T. Coleman Andrews of Richmond 
and John O. Moore, director of Crash Injury Research, 
Cornell University Medical School. 

The meeting will close Sunday following an 11 
o’clock religious service conducted by the chapter’s 
chaplain, the Rev. W. Taliaferro Thompson. 

Results of a postgraduate study survey made recently 
by the Virginia chapter show a preference in that state 
to drop the Category II classification. Of the 313 
questionnaires mailed to each Virginia chapter mem- 
ber, 126 were returned, giving a 40 per cent response 
to the survey. 

The survey, taken at the suggestion of the AAGP’s 
Commission on Education, was based on three ques- 
tions: As a member of the Academy, (1) do you believe 
that distribution of 150 hours into 50 hours of Category 
Iand 100 hours of Category II is satisfactory? (2) are 
you satisfied with the definition of Category I?(3) are 
you satisfied with the definition of Category II?” 

Question #1 received 56 per cent affirmative replies. 
Affirmative answers were also given by 82 per cent to 
the second question and 87 per cent to the third. 
Sixty-three of the 126 returned—50 per cent—had 
“yes” checked to all three. 

Among suggestions submitted on the questionnaire 
were, to include in Category I: 

1. scientific sessions of AMA annual meetings; 

2. regional and state medical society meetings; 

3. hospital ward rounds and outpatient department 
service ; 

4. more than 10 hours credit for publication of a 
scientific paper ; 

5. credit for reading and studying ‘‘AAGP Abstracts” 
by members unable to attend the AAGP Assemblies; 

6. required attendance at one or more state or national 
meetings in each three-year period. 
> Pennsylvania chapter’s ninth annual meeting at 
Philadelphia, May 26-29, will feature 12 outstanding 
doctor-speakers. Meetings of the board of directors 
and house of delegates will occupy the two days pre- 
ceding the scientific program. 

Papers will be given by Drs. Charles M. Thompson, 
Hahnemann Medical College; W. Paul Havens and 
David J. LaFia, Jefferson Medical College; Richard A. 
Kern, Temple University School of Medicine; James H. 
Ewing, Hospital of the University of Pennsylvania; 
Paul O. Klingensmith, Medical School of the University 
of Pennsylvania; John J. McGraw, Lower Bucks County 
Hospital; Theodore S. Danowski, University of Pitts- 
burgh School of Medicine; and Robert A. Davison, 
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Diamond Staters Offer Congratulations — Chinese-born Dr. Gin-chi Chiu 
of Indianapolis (left), guest speaker at Delaware chapter’s recent 
annual meeting, is congratulated on his cardiology presentation by 
Retiring President Eugene Szatkowski (center) and Incoming President 
Elton Resnick. 


department of general practice, University of Tennessee 
School of Medicine. 

Drs. L. Kraeer Ferguson, Woman’s Medical College 
and Arthur Finklestein and Thomas A. Johnson, both 
of Graduate Hospital, University of Pennsylvania, will 
participate in a panel discussion. 
> About 250 doctors and guests registered for Dela- 
ware chapter’s fifth annual meeting in December at 
Wilmington. Four veteran Delaware physicians, each 
of whom has practiced more than 50 years, were spe- 
cially honored by the chapter. They are: Drs. William 
H. Kraemer, Wilmington; John R. Downes, Newark; 
William Marshall, Jr., Milford; and James Beebe, 
Lewes. 

Among special guest speakers were Academy Presi- 
dent J. S. DeTar of Milan, Mich. ; a Chinese-born car- 
diologist, Dr. Gin-chi Chiu of Indianapolis and Dr. 
William D. Snively, vice president and medical direc- 
tor of Mead Johnson Co., Evansville, Ind. 

Because of bad flying conditions, President DeTar 
was unable to make his banquet speech, but did arrive 
during the evening and was given a special introduc- 
tion. Governor and Mrs. J. Caleb Boggs were among 
the special banquet guests. 

Dr. Gin-chi spoke on treatment of hardening of the 
arteries; Dr. Snively on body fluids imbalances; Drs. 
Joseph T. Beardwood, Jr., Philadelphia, on diabetics ; 
J. H. Walton, Summit, N. J., on cardiovascular metab- 
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On the 
Protein 
Quality 
of the 


Oatmeal 


Serving 


Quaker Oats and Mother’s 
Oats, the two brands of oatmeal 
offered by The Quaker Oats 
Company, are identical. Both 
brands are available in the 
Quick (cooks in one minute) 
and the Old-Fashioned varie- 
ties which are of equal nutrient 
value, 


The Quaker Oats @mpany 


CHICAGO 


It has long been known by nutritionists (and 
probably some laymen) that the standard serving 
of oatmeal and milk supplies 9 grams of readily 
available protein. Perhaps less well known is the 
biologically excellent quality of the protein content 
of the oatmeal breakfast dish. 


Quantitatively, rolled oats has a higher average 
protein content than any other whole grain cereal.! 
Nutritionally, the quality of the protein is reflected 
in the contained amounts of essential amino acids. 
Chemical analyses of cereal proteins reveal oats to 
be relatively rich in essential amino acids. Confirm- 
atory biological evidence for this is apparent from 
comparative studies of protein quality of various 
breakfast cereals.? 

Feeding tests with small animals and human sub- 
jects indicate the amino acids of rolled oats to be 
readily available for absorption and utilization be- 
cause of the high digestibility of oat protein. 3 4.5 
The high nutritional value of the rolled oats-and- 
milk combination was proved many years ago in 
human feeding experiments in which the protein 
value was studied in terms of maintaining nitrogen 
equilibrium.® The excellent quality of the combina- 
tion of proteins in the standard serving of oatmeal 
and milk is also evident in results of growth tests 
with weanling rats.?7 

Readily available high-quality protein is impor- 
tant to children for growth promotion and develop- 
ment; it is important to adults for normal main- 
tenance and repair of tissue. The oatmeal-and-milk 
serving provides such protein, as well as valuable 
amounts of vitamins and minerals. 


1. Watt, B.K., and Merrill, A.L.: Composition of Foods—Raw, 
, Pre ,» Washington, D.C., United States Depart- 
ment of Agriculture, Agricultural Handbook No. 8, 1950. 

2. Sure, B.: Nutritional Values of Proteins in Various Cereal Break- 
fast Foods, Food Res. 16:161 (Mar.-Apr.) 1951. 

. Murlin, J.R.; Nasset, E.S., and Marsh, M.E.: The Egg-Replace- 
ment Value of the Proteins of Cereal Breakfast Foods, With a Con- 
sideration of Heat Injury, J. Nutrition 16:249 (Sept.) 1938. 

4. Mitchell, H.H., and Block, R.J.: Some Relationships Between the 
Amino Acid Contents of Proteins and Their Nutritive Values for 
the Growing Rat, J. Biol. Chem. 163:599 (June) 1946. 

5. Clark, L.C.; Ryer, H., and Murlin, J.R.: Relative to Egg Biologi 
Values and Replacement Values of Some Cereal Proteins in Hu- 
man Subjects, J. Nutrition 38:405 (Aug.) 1949. 

6. Sherman, H.C.; Winters, J.C., and Philips, V.: Efficiency of Oat 
Protein in Adult Human Nutrition, J. Biol. Chem. 39:53 (1919). 

7. Quaker Oats Company Research Laboratories Project Report. 
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olism; J. H. Freund, Richmond, on tranquilizing 
drugs; and Milton Amster, Brooklyn, on the mental 
factor in disease. Moderators were Drs. Henri F. Wen- 
dell and Harold P. Sortman. 

During the annual business meeting, presided over 
by Retiring President Eugene J. Szatkowski, Dr. Elton 
Resnick became president, Dr. Roger B. Thomas was 
named president-elect; Dr. Harry Taylor, vice presi- 
dent; and Dr. Francis Rovitti, treasurer. Drs. Lawrence 
Fitchett, co-vice president for Kent and Sussex coun- 
ties and Morris Harwitz, secretary were re-elected. 

Ladies’ entertainment included a luncheon at Kent 
Manor Inn and a visit to the Delaware Art Center. 
Mmes. Elton Resnick and I. Charamella were hospitali- 
ty chairmen. 
p> AMA President and Academy Member Dwight H. 
Murray of Napa, Calif., will speak at the Arizona 
chapter luncheon April 12, during the state medical 
society meeting in Yuma. 
> More than 50 doctors attended Tarrant County 
(Texas) chapter’s semiannual seminar held early in 
December at Ft. Worth. Tranquilizing drugs and hyper- 
tension were stressed on the scientific program. 

Dr. Arthur Grollman, professor of medicine and 
chairman of the experimental medicine department at 
the University of Texas’ Southwestern Medical School 
in Dallas, led a group of five faculty members who gave 
scientific talks at the meeting. Others were Drs. John 
S$. Chapman, assistant dean of Southwestern’s post- 
graduate School; Alvin Baldwin Jr., clinical associate 
professor of proctology; Morris J. Fogelman, professor 
of surgery, and John G. Young, clinical professor of 
pediatrics. 

In a discussion on tranquilizing drugs Dr. Grollman 
pointed out that, even though the drugs have been 
almost a fad in some parts of the country, they have 
only a “certain limited use” in the treatment of hyper- 
tension. Hypertension, he added, is one of the most 
prevalent diseases that a practitioner encounters today. 
“It is estimated on the basis of insurance statistics 
that more than half our population over 50 years old 
has some abnormality in blood pressure,” Dr. Groll- 
man said, “even though, of course, all those cases are 
not classified as hypertension.” 

Dr. M. C. McCarroll of Ft. Worth was program mod- 
erator. 

Texas Chapter President Geo. V. Launey, Dallas, 
was among special guests at Harris County (Texas) 
chapter’s recent meeting held at Baytown. Other dis- 
tinguished guests were Drs. Jesse W. Hofer, clinical 
assistant professor of medicine, Baylor University and 
Geo. Bruce, a past president of the East Harris County 
Branch of the Harris County Medical Society. Total 
attendance included 35 chapter members and 38 guests. 
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Retiring Chapter President C. A. Behrens intro- 
duced past, present and the up coming chapter presi- 
dents, prior to presenting the gavel to his successor, 
Dr. H. E. McKay. Dr. McKay then honored Dr. Behrens 
with a plaque in recognition of his service as president. 
Other new officers are Drs. Homer A. Taylor, Jr., 
president-elect; Max Diamond, vice president; Law- 
rence Carlton, secretary; and Jack Gerdes, treasurer. 

Talks were given by Drs. Hofer, Launey and James 
H. Sammons, chapter member and president of the 
East Harris County Branch of HCMS. 

A redfish, nearly four feet long, was the highlight of 
a buffet dinner. 

New officers of the Jefferson County (Texas) chap- 
ter who were elected in December are Dr. W. J. Posho- 
taske, president; Dr. Robert B. Sheldon, vice presi- 
dent; and Dr. R. D. Brittain, secretary. The meeting, 
which was the chapter’s annual Christmas party, was 
held at Dr. Dale Hager’s farm. 

Retiring President Williams was presented a past- 
president’s key by Dr. E. L. Allamon. 

A discussion on discriminatory insurance payments 
on a plan for the steel industry, with special attention 
paid to x-ray service, was conducted. 

A new name and format appeared in the January 
issue of the Texas chapter bulletin. The name, “The 
General Practice Press” was changed from the “News- 
letter.” 
> Tentative dates for the annual meeting of the Geor- 
gia chapter are October 16-17. It is hoped that either 
the Atlanta Biltmore Hotel or Atlanta’s Dinkler Hotel 
may be secured for the headquarters. 

Georgia chapter joins other chapters in revising the 
format of its official publication, The Georgia General 
Practitioner. The first 9” x 6” issue, on slick paper, 
appeared in December. 
> An exception to the trend away from specialization 
has been shown in studies just completed in Con- 
necticut. 

Dr. Richard B. Elgosin, Connecticut chapter presi- 
dent and Dr. Creighton Barker, executive secretary of 
the state medical society report the conclusions based 
on a survey made by the state society. During the past 
decade (1946-55), only 30 per cent of Connecticut 
State Medical Society members “‘indicated intent to 
engage in general practice.” 

The results seemed to show that even though the 
AMA and the Academy are concerned about the situa- 
tion and are trying to make general practice more at- 
tractive for the young doctor to enter, much more needs 
to be done to encourage him to stay in it. 

Of the 191 general physicians reporting out of 263 
surveyed, 41.4 per cent said that although they try to 
limit their practice to one field, that plan is not com- 
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immediately apparent. The attractive as PRACTICE 


HEN the Viso is taken 
from its shipping carton, 


mahogany case and black and gold 
control panel blend into a handsome 
appearance which, in itself, is actually an 
operating advantage, since it helps to reduce 
apprehensiveness in “new” ECG patients. 


The first days of your use of the Viso clearly 
reveal its simple, quickly learned operation. 
And, as the days of the “trial period” go 

by, other features of this instrument become 
obvious: freedom from “AC” interference, 
complete stability of operation, “rugged” 
nature of Viso construction, easy 

portability of the instrument. 


In reviewing the many advantages of Viso 
ownership, a thought about future service and 
supplies may occur to you. For Sanborn 
owners, service is typified in the informative, 
bi-monthly Technical Bulletin sent free of 
charge to all Sanborn owners... by capably 
staffed Branch Offices and Service Agencies 
in 42 cities throughout the country... and by 
Sanborn’s reputation as a manufacturer of SANBORN COMPANY 


precision medical diagnostic WALTHAM 54, MASSACHUSETTS 
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pletely realized. Where practice is general in many in- 
stances, often emphasis is made on allergy, gastro- 
enterology, rheumatology or cardiology. 

Condition of professional life in which the medical 
graduate finds himself (higher income, fewer midnight 
calls, greater hospital privileges) is a factor in increased 
specialization stronger than the orientation he re- 
ceives in medical school, relates Dr. Barker. 

This survey’s figures showed that less than half the 
doctors reporting employ neither an office nurse nor 
a secretary and only 7.3 per cent employ a laboratory 
technician. 
> Instruction sheets on immunization of children de- 
scribing proper immunizing procedures for children, 
from birth to adulthood, are being prepared through 
the cooperation of the Trumbull County (Ohio) chap- 
ter and the local board of health. All children in the 
Niles, Ohio schools attending kindergarten through 
fourth grade will receive the sheets through the co- 
operation of the board of education and the parochial 
schools. 

Copies of the sheet, titled “The Why, How, and 
When of Immunization,” will be mailed to the parents 
of all newborn children. 
> Indiana Chapter President Norman R. Booher has 
appointed Dr. Robert B. Smallwood, Bedford, chair- 
man of the chapter’s Mental Health Program Commit- 
tee. The program will be submitted to the chapter’s 
house of delegates at its April 17-18 meeting in In- 
dianapolis. 

Other committee members are Drs. Jack E. Shields, 
Norman M. Silverman, Paul E. Burns, Frank H. Green, 
Arthur N. Jay and Walter L. Portteus. 

Dr. James L. Lamey, president-elect, plans to re- 
tain the committee during his 1957-58 term of office. 
> California Chapter Member Frank W. Norman of 
Santa Rosa is now editor of the chapter’s publication, 
California- Western Academy Monthly. He succeeds the 
late Dr. Francis T. Hodges. 

Dr. Norman, originally from Spokane, Wash., is 
chief of staff at Sonoma County Hospital. Since begin- 
ning an active practice in 1949, he has become chair- 
man of the general practice section and a member of 
the executive committee of Memorial Hospital in Santa 
Rosa and a member of the executive committee of the 
Sonoma County Medical Society. 
> The newly-chartered Huntington (West Virginia) 
chapter is the first local branch in the state. 

Dr. Logan W. Hovis, state chapter president and 
Dr. Carl B, Hall, chapter board chairman, were special 
guests at the December 16 ceremony held at the home 
of Dr. William P. Smith, president of the new chapter. 

Other new chapter officers are Drs. L. J. Moore, vice 
president and Frank M. Booth, Jr., secretary-treasurer. 
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> Drs. J. Hunter Fuchs and William E. F. Werner, 
co-chairmen of Queens County (New York) chapter’s 
arrangement committee for their third annual scientific 
session on April 11, announce final word on the scien- 
tific speakers. They are: Drs. Eugene F. Traub and 
Sidney Friedman, Philadelphia; Remi Cadoret, Dur- 
ham, N. C.; Milton G. Potter, Buffalo, N. Y.; and 
Edward W. Lowman, New York City. The one-day 
meeting is being held at the Homestead Hotel, Kew 
Gardens. 

Chapter Secretary Michael M. Schultz is publicity 
chairman. Others on the committee are Drs. Ferdinand 
H. Herrman, Dominick C. Oddo, Herbert R. Woodel, 
Irving G. Frohman, Herbert Gordon and Archibald 
O. Wood. 

Dr. Willard B. Waring was recently elected presi- 
dent of the Albany County (New York) chapter. Other 
new officers are Drs. Frances E. Vosburgh, president- 
elect; Harry Jasper, vice president; and A. T. George, 
secretary-treasurer. 

New officers of the Rensselaer County (New York) 
chapter are Drs. Joseph Denton, president; William 
Steward, vice president; Oscar Loewy, secretary-treas- 
urer; and John H. Coughlin, corresponding secretary. 

New officers of the New York County (New York) 
chapter are: Drs. Joseph A. Pincus, president; Harry 
K. Grottewit, vice president; Stanley H..Greenwald, 
secretary and Morton M. Spielman, treasurer. 


“Appendectomy? . . . Great Scott! 
| thought they said ‘autopsy'!” 
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In acne, Fostex Cream and Fostex Cake degrease 
and degerm the skin...unblock pores...remove 
blackheads and help prevent abscess formation. 
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ConcREss is now rolling along, but so far no important 
action has taken place in the health fields, nor have 
there been many hearings. The delay suggests not that 
health legislation will be forgotten this year, but that 
we are faced with several months between now and 
adjournment when Congress will attempt to make up 
for the lost time. 

In the relatively quiet months so far in the session, 
activities of two House committees—Veterans Affairs 
and Government Operations—are conspicuous. Each 
is considering legislation with sufficient medical impli- 
cations to warrant testimony from representatives of 
the American Medical Association and other profes- 
sional groups. 


The House Veterans’ Affairs Committee 


The general subject of public hearings is hospitaliza- 
tion for veterans, the over-all cost and which cases 
should be cared for. Testimony by local veterans’ or- 
ganizations urged the construction of new hospitals in 
their areas, even though it was brought out that exist- 
ing nationwide facilities are adequate for service- 
connected cases. These groups argued that at all VA 
hospitals there is a long waiting list of veterans with 
non-service-connected ills. 

One of the bills under consideration is H.R. 58, 
introduced by Chairman Teague (D—Tex.), which 
would tighten up the VA’s admission procedures for 
veterans with non-service-connected disabilities by 
requiring that, after the veteran’s financial and insur- 
ance status has been ascertained, he be advised of the 
approximate cost of treatment in private facilities and 
that before he signs a required statement that he can- 
hot pay for this treatment, he be read the Federal 

iminal Code penalties for fraudulent statements. 
Under present law these veterans are admitted on a 
space available basis if they sign a statement that they 
cannot afford private hospitalization. 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


Dr. Edwin S. Hamilton, member of the Board of 
Trustees, and Dr. Russell B. Roth of Erie, Pa., member 
of the Committee on Federal Medical Services, testified 
for the American Medical Association. Dr. Hamilton 
stated that the Association’s House of Delegates at its 
last meeting recommended that: 

**(1) The best possible medical and hospital care be 
furnished by the federal government to those veterans 
who have suffered physical or mental disabilities as a 
result of military service. 

**(2) This medical and hospital care be limited to 
service incurred or aggravated disabilities and not to 
be provided for veterans with non-service-connected 
diseases or disabilities.” 

He added that although H.R. 58 did not “go as far 
as our policy recommends, it is certainly a step in the 
right direction.” 

Dr. Roth suggested that “it seems desirable for the 
government to inject into its dealings with applicants 
for tax paid medical care the same measure of regard 
for sound business practices which it attempts to assert 
in other economic dealings with its citizens. Even 
income tax statements are subject to verification.” 

He also recommended that “‘so long as non-service- 
connected cases are legally eligible, priority may be 
sought for those veterans of limited means whose ill- 
nesses require long term hospitalization, the expenses 
of which cannot be reasonably met by private resources 
or ordinary insurance coverage.” 

When asked to give his opinion on the need for new 
veterans’ hospitals, Dr. Roth stated that if there is a 
need in a given area for more hospital beds for veterans, 
it is an indication that there is an even greater need 
there for beds for the general public. 

Dr. Milton Davis of Dallas, Tex., representing the 
National Medical Veterans Association, in his testi- 
mony voiced similar opinion on these subjects. 

Nore: Late in December the Veterans’ Administra- 
tion in a letter to its hospital managers set forth admis- 
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sion procedures similar to H.R. 58 except for the re- 
quirement of the reading of the Criminal Code dealing 
with fraudulant statements. 


House Government Operations Committee 


The subject of these hearings was H.R. 2125 which 
would elevate the Federal Civil Defense Administra- 
tion to Cabinet rank. In addition, the bill calls for a 
national plan for instructions for shelter, evacuation, 
food, clothing, medicine and other health and welfare 
services. 

Drs. Hugh H. Hussey, a member of the American 
Medical Association Board of Trustees, and Harold C. 
Lueth, chairman of its Civil Defense Committee, urged 
that the section of the bill calling for research spell out 
specifically the need for projects in the medical field, 
that a medical scientist be included on the Scientific 
Advisory Board, and that the Civil Defense Advisory 
Council be increased to take in representatives of the 
medical profession, hospitals, public health and sani- 
tation. 

The witnesses pointed out that from the beginning 
the American Medical Association has worked to de- 


velop medical leadership in civil defense and that all 


state medical societies now have civil defense commit- 
tees in operation. 

Dr. Hussey, urging that the federal government 
take the lead, said “It is idle to complain of public 
apathy in civil defense so long as official apathy is obvi- 
ous. The American people cannot be expected to re- 
spond unless they are informed, organized and trained 

. If we are to protect and preserve our civilian re- 
sources, everyone must clearly recognize the need for 
greater federal responsibility and participation.” 


New Legislation 


In a long news conference, the first he has conducted 
since the start of this session, the Secretary of Health, 
Education, and Welfare, Marion B. Folsom, made 
these points on health legislation: 

(1) The Eisenhower administration has not yet de- 
cided whether it will support legislation for federal 
guarantee of mortgages on health facilities. This idea 
was pushed hard several years ago but evoked little 
interest last year. 

(2) He expects that Health, Education, and Welfare 
will return to the Treasury an amount in millions, but 
which he declined to estimate, representing money 
left over from the record high medical appropriations 
voted last year. Mr. Folsom said that without dropping 
the standards for screening project applications it 
would be impossible to use all the research money. 


This situation may have some moderating effect on the 
Congressional block that has announced it wants next 
year’s research appropriations increased substantially. 

(3) In his opinion this would not be the best time to 
open up the social security program for more amend- 
ments, in the light of the very material changes made 
last year. He said the Social Security Administration 
has all it can do to digest these latest amendments. 

(4) The proposal for government paid hospitaliza- 
tion under social security for those over 65 years of age 
is so close to the area of compulsory health insurance 
that it should be studied very carefully before any 
action is taken. In this connection he noted the rapid 
expansion of voluntary health insurance, pointing out 
that more and more policies are offering protection to 
older or retired persons. 

The following are some of the bills Secretary Folsom 
had in mind. 


Social Security 
S. 934, Senator Young (R—N.D.) 

Present law provides that a person between age 50 
and 65 who becomes permanently and totally disabled 
will, after July 1, 1957, receive monthly benefits equal 
to retirement payments he would receive at age 65. 
The applicant, however, must first have been: (a) fully 
insured, (b) currently insured, and (c) worked five out 
of the last ten years immediately preceding the estab- 
lishment of disability. ‘Fully insured” is defined as 
having 40 quarters of coverage or having been covered 
one-half the time since 1950 (those recently brought 
under social security coverage must have a minimum 
of six quarters). “Currently insured” means having 
worked one and one-half years in covered employment 
out of the three years preceding disability. Senator 
Young’s bill would eliminate the requirement calling 
for “current insurance.” 


Liberalization of Requirements for Disability Benefits 
S. 1137, Senator Morse (D—Ore.) and others 

Under existing law an individual who meets the re- 
quirements of coverage must be 50 years old before he 
becomes eligible for monthly benefits. This bill would 
eliminate the age requirement. 


Disability Freese Eligibility Liberalizats 
H.R. 4196, Representative Davis (D—Ga.) 

Under existing law an individual who is unable to 
work because of disability that can be expected to be 
“of long, continued and indefinite duration” can, after 
six months, apply for a “determination of disability” 
(similar to a waiver of premium in commercial insur- 
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ance) if he has worked under covered employment for 
fa) one and one-half years of the previous three years 
and (b) five of the previous ten years. 

This bill would add a provision which would make 
an individual eligible to have his entitlement “frozen,” 
regardless of current employment, if he had 40 quar- 
ters (ten years) of coverage. 

The effect of this proposal would be to make thou- 
sands of persons eligible for disability “freeze” benefits 
who have been out of the labor market or outside cov- 
ered employment in recent years. 


National Compulsory Health Insurance 


Federal Health Insurance Program 
$. 844, Senator Murray (D—Mont.) 
H.R. 3764, Representative Dingell (D—Mich.) 


This bill is the present form of the old Murray- 
Wagner-Dingell bill. It differs from the original in that 
those parts that have been passed by previous Con- 
gresses have been deleted. 

The bill would establish a new and separate “Per- 
sonal Health Services Account” to fully finance a med- 
ical care program administered by the states (or the 
federal government if states refuse to cooperate). 
Health services available would be: medical services, 
dental services, home-nursing services, hospital serv- 
ices up to 60 days (but only 30 days for mental or 
nervous diseases or tuberculosis). Auxiliary services 
would include chemical, bacteriologic, pathologic, di- 
agnostic x-ray and related laboratory services; x-ray, 
radium and related therapy; physiotherapy; services 
of optometrists and chiropedists; and “prescribed 
drugs which are usually expensive,” special appliances 
and eyeglasses. 

An applicant could select his physician or provider 
of services or hospital if such choice had agreed to 
cooperate. An applicant to be eligible would have to be 
earning wages currently and in a minimum amount or 
be a dependent of such a wage-earner. Care could not 
be obtained if the applicant was under a Workmen’s 
Compensation Law. For the unemployed needy, this 
program would be available if payments were made on 
their behalf by governmental agencies in lieu of payroll 
taxes. Federal grants to public assistance recipients 
also would be available for such purposes. 

State agencies would make agreements with physi- 
cians, hospitals and other providers of care or could 
employ voluntary groups providing care or utilize 

th insurance plans. Payment could be made to 
physicians and certain other providers on a fee-for- 
services, per capita, or salary basis or a combination of 
any two of these three methods. In cases of hospitals, 
payment would be based on reasonable cost. Providers 


of care could terminate an agreement after reasonable 
notice; could carry on their own private practice and 
would have the right to accept or refuse patients. 

The health program would be financed from the 
Personal Health Services Account, supported by a 3 
per cent tax on wages (up to $6,000 annually), plus 
from the U.S. Treasury the equivalent of up to 1 per 
cent of total wages. 

‘The financing provisions are ambiguously written to 
assure avoidance of the jurisdiction of the Senate Com- 
mittee on Finance and the House Committee on Ways 
and Means and to have the bill assigned to the com- 
mittees of which the authors are members. 


Insurance Pooling 
Health Insurance Pooling 
H.R. 489, Representative Thompson (D—N.J.) 


In a declaration of purpose provision the bill states 
that Congress seeks priority in the development of 
prepayment protection plans for: (1) catastrophic ill- 
ness, (2) retired and other older persons, (3) families 
in sparsely populated areas not associated through 
employment with readily insurable groups, and (4) 
persons already suffering from physical impairments. 

To accomplish the above this bill would waive fed- 
eral and state antitrust laws so that small companies, 
each writing less than 1 per cent of all health insurance 
in this country, and voluntary plans could pool certain 
assets to protect against individual losses from experi- 
mental types of coverage. The Secretary of Health, 
Education, and Welfare would approve pooling plans 
after consultation with the Attorney General and the 
Federal Trade Commission. 


Hospitals 


Unused Allotments Under Hill-Burton Act 
S. 559, Senators Malone and Bible of Nevada 

Under the provisions of the Hospitals Construction 
Act the Surgeon General is authorized to grant money 
for construction of hospitals, health centers, diagnostic 
or treatment centers, hospitals for the chronically ill, 
rehabilitation facilities, and nursing homes. State allot- 
ments are made for each category. In the case of small 
states, the allotments for specific categories of projects 
are not large and project applicants not numerous for 
all categories. This bill would permit states with a pop- 
ulation of fewer than 700,000 to transfer 50 per cent 
of unused categorical grant funds from one category to 
another, with the approval of the U.S. Surgeon Gen- 
eral. Showing would have to be made that lapsed funds 
for a category existed because no approvable applica- 
tions were pending. 
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The states that would benefit are Delaware, Idaho, 
Montana, New Hampshire, New Mexico, Nevada, 
North Dakota, South Dakota, Utah and Wyoming. 


Hill-Burton Grants to Government Hospitals Only 
H.R. 3108, Representative Siler (R—Ken.) 

Under the provisions of the present Hill-Burton 
Construction Act, the Surgeon General has authority 
to make grants to states for construction of hospitals 
and other eligible health facilities operated by non- 
profit making corporations or sponsors. This bill 
would limit the making of grants to governmental 
sponsors. 

Congressman Siler stated that he introduced the bill 
because he believed in separation of church and state 
to the extent that no religious or other nongovern- 
mental groups should be entitled to federal funds. 


Miscellaneous 


Agency for the Handicapped 
H.R. 661, Representative Fulton (R—Pa.) 

This bill would create as an independent agency the 
Federal Agency for the Handicapped. All of the func- 
tions of the Department of Health, Education, and 
Welfare under the Vocational Rehabilitation Act and 
the Public Assistance Program to assist the blind, and 
several of the functions of the Department of Labor, 
would be transferred to the new agency. In addition 
there would be included many additional federal pro- 
grams to aid the handicapped. Some of these are: (a) a 
loan program to states to establish cooperative enter- 
prises for handicapped, (b) a broadened program of 
federal assistance to states in the operation of rehabili- 
tation centers, (c) a special division in the U.S. Civil 
Service Commission to assist handicapped persons and 
to secure federal employment for them, (d) a commis- 
sion to survey and determine the proper selection for 
placement of handicapped individuals, (e) grants to 
states to finance special schooling and educational 
services to those handicapped commonly known as 
shut-ins, (f) a federal grants program to states through 
which those incapable of rehabilitation would be pro- 
vided $60 per month. 

H.R. 3603 by Representative Bennett (D—Fila.) is 
virtually identical with H.R. 661 except that the pen- 
sion would be $75 per month. 

More than a dozen bills have been introduced on this 
subject, which is proving as popular as programs for 
the aged. 


Polio Vaccine Assistance Act Amendment 
H.R. 2536, Representative Bennett (D—Fla.) 

This bill would permit the reallocation to states of 
unused federal grants for Salk vaccine under the Polio- 
myelitis Vaccine Assistance Act of 1955 and would 
redefine eligible recipients of free vaccine. The present 
law defines eligible persons as those under age 20 and 
expectant mothers. This bill would raise the age limit 
to 40. Testimony at public hearings leading up to the 
federal program revealed approximately 75 per cent of 
incidents of poliomyelitis in the age group from 0 to 20 
and expectant mothers. 


Medicare for Certain Retired Personnel 
H.R. 3208, Representative Boggs (D—La.) 

When the Military Dependents Medical Care Act 
was under consideration by the Congress, the House 
Committee recommended that retired military persons 
have the benefit of civilian care, with the Secretary of 
Defense having discretion in making arrangements. 
The Senate Armed Services Committee refused to go 
along with this House Committee recommendation be- 
cause of cost until specific budget limitations could be 
established for the entire program. Benefits for retired 
personnel then were dropped out in conference. This 
bill would make retired members of the uniformed 
services 65 years or over who have had 20 years or 
more active duty eligible for medical care on the same 
basis as dependents. However, the Secretary of De- 
fense could designate certain areas (where adequate 
military facilities were available) where retired mem- 
bers would be denied the right to obtain care from 
civilian sources. Under present law retired members of 
the armed forces who are receiving retirement pay are 


entitled to medical care in military facilities. 


Tax Exemption for Hospital Bequests and Gifts 
H.R. 4131, Representative Shelley (D—Calif.) 

This bill would place a hospital owned and operated 
as a nonprofit institution in the same tax classification 
for estate and gift tax purposes as a municipally owned 
hospital and would make bequests and donations to it 
exempt from the estate and gift taxes. The hospital 
would have to (1) open facilities to the general public, 
(2) devote all funds and revenues exclusively to main- 
tenance and operation and debt servicing, (3) insure 
that no individual private stockholder received any 
benefit, and (4) insure that no substantial part of the 
activities of the hospital involved attempts to influence 
legislation. 
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